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Collective Review 


PLEUROPULMONARY, PERICARDIAL, AND CEREBRAL 
COMPLICATIONS OF AMEBIASIS 


A Twenty Year Survey 


TIMOTHY TAKARO, M.D., Oteen, North Carolina and 


WALTER M. BOND, M.D., Miraj, India 


THORACIC COMPLICATIONS of amebiasis are still 
being seen and reported with impressive fre- 
quency. Clinicians who have encountered pa- 
tients with such complications, furthermore, have 
often been impressed by the severity of the symp- 
toms which these patients have, and by the some- 
times serious problems of diagnosis and manage- 
ment which they present. The experience with a 
group of 7 cases, collected partly during a 3 year 
sojourn in India, and partly from the Veterans 
Administration Hospital, Oteen, North Carolina, 
constitutes the basis of this report. This group is 
remarkable, first, because within it are included 
examples of the rare and usually fatal complica- 
tions of pericardial and cerebral involvement, 
and, second, because in the management of these 
Cases, surgery played a prominentrole. The litera- 
ture of the past 20 years has been reviewed and 
reports of 401 cases of thoracic complications 
have been collected, of which 286 were complete 
enough for analysis. Certain cases were rejected 
because there seemed to be insufficient evidence 
to support a diagnosis of thoracic amebiasis (8, 


From the Veterans Administration Hospital, Oteen, North 
Carolina, and the Wanless Hospital, Miraj, India. 





38, 83, 90, 148, 157). Thus, together with our 7 
cases, a total of 293 case reports were available 
for review and comparison with earlier studies. 
In 22 of the cases (10, 15, 26, 31, 41, 63, 67, 82, 
87, 92, 106, 113, 115, 129, 132, 143, 169, 171, 
178) the pericardium was involved, and in 11 
(122, 136, 144, 168, 172, 185, 193) there was an 
amebic brain abscess. 


PATHOGENESIS 


Ochsner and DeBakey’s analysis of 168 cases 
of pleuropulmonary amebiasis (134), gleaned 
largely from the literature more than 20 years 
ago, is still the classic study on this subject. 
Thoracic complications of amebiasis are usually 
secondary to amebic hepatic abscesses. These 
generally occur in the right lobe of the liver, but 
may also occur in the left one or in both lobes. 
Abscesses in these locations may erode or rupture 
through the diaphragm, occasionally with (71, 
112, 117, 141, 187), but more often without, the 
prior formation of a subphrenic abscess. The re- 
sult may be a second abscess, usually in the super- 
jacent right lower or middle lobe of the lung, 
a hepaticobronchial fistula with evacuation of 


the hepatic abscess, an empyema or effusion, or 
any combination of these. It is believed that 
amebic invasion of the thorax by way of the 
lymphatics may also occur from the focus beneath 
the diaphragm. Amebic abscesses of the left lobe 
of the liver may give rise to left thoracic or to 
pericardial amebiasis. Occasionally one or more 
apparently hematogenous amebic lung abscesses 
(often erroneously called “primary” amebic lung 
abscesses) may occur, with or without associated 
demonstrable hepatic abscesses, probably by em- 
bolization from a diseased liver or colon. This is 
thought to occur by one or another of the follow- 
ing routes: through the portal system and hepatic 
veins, through the inferior hemorrhoidal veins 
and inferior vena cava, or through the thoracic 
duct and subclavian vein. 

In approximately 75 per cent of the cases re- 
viewed, pathologic changes were confined to, or 
included, the right lower hemithorax. In 10 per 
cent the disease process was confined to the left 
chest, in 3 per cent to the right upper lung field 
only, and in 4 per cent the lesions were found to 
be bilateral. In the remaining 8 per cent of cases 
no definite statement regarding location was 
made. 

A suppurative pericarditis is usually the result 
of rupture into the pericardium of an amebic 
hepatic abscess in the left lobe of the liver, and 
this is generally fatal. However, an occasional 
patient who is treated early or in whom a non- 
suppurative effusion develops may survive. 
Rarely does an abscess in the right lobe of the 
liver give rise to amebic pericarditis. Forty- 
seven cases of amebic suppurative pericarditis 
with 2 survivors (132) and 14 additional cases of 
proved amebiasis and presumptive amebic peri- 
carditis with 4 survivors (31) have been reported. 
The case reports which were published in the 
last 20 years have been included in this survey.! 

Cerebral amebiasis, in turn, usually follows 
hepatic or pulmonary amebiasis. Half a dozen 
cases (85, 103, 111, 151, 180, 183), however, have 
been described in which no pulmonary or hepatic 
involvement was demonstrable at autopsy. In 
these cases it is assumed that amebic emboli from 
the diseased colon traversed either the vertebral 
system of veins, described by Batson (12), or the 
inferior vena cava and the lungs by way of the 
inferior hemorrhoidal veins. The review of 
Orbison and his coworkers (136), including 88 
cases is the largest published series. The cases 

‘See Addendum. 
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with thoracic complications which were re- 
ported during the last 20 years are included in 
this review. 


INCIDENCE 


The incidence of pleuropulmonary complica- 
tions of amebiasis varied with the type of ma- 
terial studied. In two large clinical series (25, 
68) the rate was approximately one in 1,000 
cases of amebic dysentery. In an Armed Forces 
Institute of Pathology series of 320 autopsies of 
patients with amebiasis quoted by Orbison (136), 
22 per cent had hepatic involvement, 8 per cent 
had pulmonary involvement, and 1.2 per cent 
had an amebic brain abscess. The incidence of 
thoracic complications of hepatic amebiasis is 
about 20 per cent according to DeBakey and 
Ochsner (56). Among 166 cases of liver abscess 
seen at Vellore in South India, there were no 
cases of cerebral amebiasis; yet one amebic brain 
abscess was seen in a patient with no autopsy 
evidence of pulmonary or hepatic lesions (111). 
As stated earlier, among more than 400 cases of 
thoracic amebiasis of which we have knowledge, 
pericardial involvement was noted in 22 (5 per 
cent), and amebic brain abscess was noted in 11 
(2.5 per cent). 

The sex incidence of pleuropulmonary, peri- 
cardial, and cerebral amebiasis parallels that of 
hepatic amebiasis generally: from 85 to 95 per 
cent of the cases occur in males in most series 
(56, 96, 134). In this review 90 per cent of the 
case reports were those of males and 9 per cent 
those of females. In 1 per cent the sex was not 
stated. 

Sixty-three per cent of the patients were be- 
tween the ages of 20 and 40 years. The youngest 
patient was 8 and the oldest 74. 


CLINICAL PICTURE 


Theclinical manifestations of pleuropulmonary 
amebiasis vary greatly. Classically, there is right 
thoracic or subcostal pain, fever, cough, and the 
expectoration of material variously described as 
resembling chocolate sauce, anchovy sauce, cat- 
sup, currant jelly, or raspberry sauce. When 
secondary infection has supervened, however, 
green, yellow, or pink sputum may be found. 
Often a tender and/or enlarged liver is found. 
This was noted in 52 per cent of the patients in 
this study. A history of dysentery or diarrhea 
may be suggestive and was obtained in 44 per 
cent of this collected series, but its absence is not 
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helpful in excluding the possibility of pleuro- 
pulmonary amebiasis. Cases which do not fit 
the picture described have been reported in sig- 
nificant numbers. Harassing cough and expec- 
toration of scanty, rusty, dark, thick, or mucoid 
sputum with minimal or no abnormal shadows 
on the roentgenogram of the chest, and noclinical 
suggestion of liver involvement have been re- 
ported in cases in which the sputum revealed 
Entamoeba histolytica organisms, and in which 
the disease apparently responded to emetine 
therapy (33, 34, 37, 179, 188, 189). 

The clinical picture presented by amebic peri- 
carditis is also variable. It is usually charac- 
terized by general symptoms which include 
marked toxicity, weakness, emaciation, and 
fever. Locally, pain is prominent at first, perhaps 
in either shoulder or subscapular region, very 
likely as a result of subdiaphragmatic irritation. 
Later, pain and/or pressure are felt in the epi- 
gastrium or left subcostal regions. Epigastric 
bulging or a palpable mass due to an underlying 
abscess in the left lobe of the liver are often 
described, as are friction rub, or symptoms and 
signs of acute or chronic cardiac tamponade. In 
many cases the diagnosis was made or confirmed 
at postmortem examination (10, 15, 26, 31, 63, 
87, 92, 106, 132, 169, 171). 

Clinically, cerebral amebiasis may resemble 
pyogenic brain abscess, but more often the symp- 
toms are nonspecific. In the past the diagnosis 
has been made most commonly after death; but 2 
possible cures may be mentioned: the case of 
Robles (151) and that of Collard and Kendall 
(43). 

Roentgenographic manifestations of pleuro- 
pulmonary amebiasis vary from moderate fixa- 
tion, elevation, or a localized bulge of the right 
diaphragm, to frank pleural effusion, pneumonic 
consolidation, or abscess formation usually in the 
right lower lung field. Schorr (160) describes a 
“string-like shadow proceeding vertically from 
the localized bulge of the diaphragm to the pneu- 
monic shadows of the lung.” This has been noted 
by other observers as well. Abscesses or pneu- 
monic shadows in other parts of both lungs have 
been shown conclusively to be due to amebiasis 
in some cases. The transient pulmonary infil- 
trates characteristic of Loeffler’s syndrome have 
been reported to be due to pulmonary amebiasis 
by a number of observers (94, 148) and, as stated 
earlier, several cases have been described with 
minimal x-ray findings or without such findings, 
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yet with Entamoeba histolytica reported in the 
sputum. 

Amebic pericarditis is often characterized 
roentgenographically by a large cardiac shadow, 
especially of a globular or “‘water bottle” ap- 
pearance, as well as by pleural effusion on the 
left side and/or bulging of the dome of the left 
diaphragm. 


DIAGNOSIS 


Entamoeba histolytica organisms are not often 
found in the sputum or pus. In 27 per cent of the 
cases which we reviewed Entamoeba histolytica 
was identified in the sputum, pus, or aspirated 
fluid. In 12 cases Entamoeba histolytica was 
identified in surgically resected or biopsied tissue. 
In the remainder of the cases only a presumptive 
diagnosis was possible. This was supported in 56 
patients by the finding of Entamoeba histo- 
lytica in stools and in 16 patients by a positive 
complement-fixation test for amebiasis. Thus, in 
more than half of the cases some laboratory con- 
firmation of the clinical diagnosis could be ob- 
tained. 

The diagnosis of pleuropulmonary amebiasis 
in the absence of positively identifiable organ- 
isms in the sputum, or aspirated or resected 
material rests on a combination of suggestive 
clinical and laboratory findings, plus definite 
and dramatic response to emetine, chloroquine, 
or both. 

Pericardial amebiasis is proved by the aspira- 
tion of ‘‘anchovy-sauce”’ pus from the pericardial 
sac from which Entamoeba histolytica can be 
isolated, or it may be inferred in the presence of 
symptoms and signs of pericardial effusion in a 
patient with a proved amebic hepatic abscess or 
pleuropulmonary amebiasis. 

Cerebral amebiasis may be suggested by the 
observation of symptoms and signs of a focal 
intracranial lesion in a patient with amebic 
colitis, hepatitis, or with pleuropulmonary 
amebiasis. 


TREATMENT 


Until very recently, the ‘‘sheet-anchor”’ (as 
Ochsner and DeBakey put it) in the treatment 
of amebic infections of the liver and lungs was 
emetine. Lately this position has been challenged 
by the appearance of chloroquine (7-chloro-4 
((4-diethylamino-1-methy] butylamino)) quino- 
line), which is also a very effective antimalarial 
drug (45). Emetine is not a completely satis- 
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factory drug. Aside from its known toxic effects 
on the myocardium, it is not always effective in 
the treatment of amebiasis. In vitro resistance of 
certain strains of amebae to emetine has been 
demonstrated (66), and several observers re- 
ported failures or recurrences of disease after 
treatment with emetine. At least 25 patients 
died in spite of emetine therapy, which ad- 
mittedly was obviously inadequate in a number. 
Chloroquine, or its chemical cousin, quinacrine 
was given alone in 18 cases and in combination 
with emetine in 26 cases. Of the 44 patients, 2 
died—one, apparently of carcinoma of the lung 
and the other, from suppurative pericarditis and 
extensive hepatic and abdominal disease after 
only 4 days of treatment. McHardy (127), 
Radke (145, 146), Webster (189), Zavala (194), 
and others (46, 73) advocate the use of chloro- 
quine in preference to emetine for pleuropul- 
monary amebiasis. This drug has been in use for 
extraintestinal amebiasis for about 10 years. It 
appears to be the better drug. It has the further 
advantage that it can be used safely in ambula- 
tory patients. 

Emetine hydrochloride is ordinarily used in 
daily doses of 60 milligrams, or twice daily doses 
of 30 milligrams, by subcutaneous injection in 6 
to 10 day courses, with 2 to 6 weeks of rest be- 
tween the courses, for bed patients only. Periodic 
clinical and electrocardiographic examinations 
are advisable during treatment. With adequate 
precautions, up to 2.7 grams (45 grains) have 
been safely used (108, 109). Berkman (16) re- 
ports a physician patient who tolerated 12.9 
grams (194 grains) over a 16 year period with- 
out signs of toxicity! 

Chloroquine has usually been given in courses 
of one or two months, half a gram daily, in 
divided doses following a loading dose of 1.0 
gram daily for 2 days. Goodman and Gilman 
(81) caution against the use of chloroquine 
simultaneously with emetine “because of the 
severe toxic effects which may result.’”? We have 
been unable to find confirmation of this state- 
ment elsewhere in the literature pertaining to 
this subject. 

Since neither drug is an efficient intestinal 
amebicide, one of the many available intestinal 
amebicides is customarily administered either 
during or after treatment of the complication of 
amebiasis, whether or not evidence of intestinal 
amebiasis has been obtained. Aspiration of 
effusions, empyemas, and abscesses is often use- 


ful, and was done in at least 100 cases. In an 
occasional case emetine was instilled into the 
body or abscess cavities. Since the pus of amebic 
abscesses is usually very viscid, Sherry and his 
coworkers (166) used enzymatic liquefaction of 
pus successfully in 1951, and others (including 
ourselves) have found  streptokinase-strepto- 
dornase useful since that time. It is, of course, 
imperative to combat secondary infection with 
appropriate antibiotics. In fact, it is probably 
wise practice in some instances to use broad- 
spectrum antibiotics prophylactically along with 
amebicidal drugs. 

One hundred and ten surgical operations were 
carried out in 78 patients. The indications for 
surgery were: (1) secondary pyogenic infection 
of the liver or lung abscess, or of amebic empy- 
ema; (2) persisting hepaticobronchial or hepat- 
icopleurobronchial fistula; (3) permanently dam- 
aged pulmonary tissue, including chronic lung 
abscess; (4) unexpandible lung following empy- 
ema; (5) an abscess of unknown etiology; and 
(6) no response to conservative management. 

The types of surgery most commonly used 
were open drainage operations of the lungs, 
pleura, subphrenic areas, or liver abscesses; re- 
sections and decortications; and closed drainage 
operations. Miscellaneous procedures included 
laparotomies and neurosurgical operations. In 
only about one-third of the cases was the diag- 
nosis known or suspected before surgery was 
performed. 


RESULTS 


The survival rate for the total series of patients 
in Ochsner and DeBakey’s series was 61 per cent; 
in our collected series, including our own 7 pa- 
tients, it was 81 per cent. This improvement is 
perhaps related to the fact that in a larger ratio 
of cases in the later group there was laboratory 
confirmation of the disease and thus the patients 
received amebicidal drugs rather than surgery 
or along with surgery. It is the more remarkable 
when one considers that this more recently col- 
lected group of thoracic complications included 
22 patients with pericardial involvement and 11 
with the added complication of brain abscess. 
Neither type of case was represented in the ear- 
lier series of Ochsner and DeBakey, as far as we 
can tell. 

Two hundred and forty-two of the patients in 
this review (88 per cent) received either emetine 
or chloroquine, and of these, 25 patients (10 per 
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TABLE I.—DETAILS OF 7 CASES OBSERVED BY THE AUTHORS 





Character Basis of 
Case Age of Chest diagnosis of 
No. Race sputum Liver Roentgenogram Bronchoscopy thoracic amebiasis Trealment Results 
1. 22 Pink, foul Not felt Abscess RML “Raspberry” E.H. in tissue; C.F. Open drainage of abscess; Recovered 
N 2 cups/day pus right positive emetine and carbarsone 
lung 
8 25 No Epigastric Left pleural 0 E.H. in pus; re- Incision and drainage of 
N sputum mass before and pericardial sponse to emetine abscess, left lobe of liver; Recovered 
admission effusion emetine and chloroquine 
3 30 = Thick, Not felt Abscess, Pus, right E.H. in liver, Open drainage of em- 
I blood- right lower main lungs, brain pyema and ‘abscess; Died 
stained lung field bronchus (autopsy) Schede thoracoplasty 
4. 21. + Red- Tender, not Abscess, RLL 0 E.H. in sputum, Open drainage of abscess; 
N orange palpable and pus; C.F. emetine and Recovered 
500 c.c. positive chloroquine 
/day 
5 28 Thick, Tender, not Empyema, rt. Green pus, Presumptive Dx. Closed thoracotomy; 
I green, palpable com- right side x-ray appearance emetine and chloroquine Recovered 
copious municating response to 
with sub- emetine 
phrenic 
abscess 
6 35 ‘“Choco- Not felt Right basal Purple-pink Presumptive Dx.; Emcetine and chloroquine 
I late opacity pus, right character of spu- Recovered 
sauce’; main tum; response to 
2-layered; bronchus emetine 
hemoptyses 
7. 35 Bloody Palpable Abscess RLL Gray pus, Presumptive Dx.: Emetine and chloroquine 
I foul, and tender RLL History of dysen- preoperative; right 
copious tery; response to lower lobectomy; Open Recovered 
emetine; abscess thoracotomy for small 
RLL at operation postoperative empyema 
communicating 
with healing liver 
abscess 
Abbreviations: N: Negro I: Indian (Asian) O: Not done 
RML: Right middle lobe Dx: Diagnosis 


RLL: Right lower lobe 
E.H.: Entamoeba histolytica 
C.F.: Complement fixation test for amebiasis 


cent) died. (Some of these had also been operated 
upon.) Apparently only half of the patients in 
the group reported on 20 years ago received 
emetine (or other amebicidal drugs), and of those 
receiving such drugs, 8 per cent died. What is 
more remarkable to us is the reported 50 per 
cent of patients in the older series who did not 
receive amebicidal drugs, but most of whom 
were operated upon—we assume by open drain- 
age operations or rib resections. Unlike the more 
recent experiences, over half of these (53 per cent) 
were reported to have survived. No patients in 
this present survey survived without amebicidal 
drug therapy, whether or not surgery was done. 

Of the 78 patients who were operated upon in 
this survey, 13 had resection of some portion of 
the lung, (3, 7, 53, 60, 77, 79, 98, 153, 163, 186) 
and 3 of these died. One of these patients had 
received neither emetine nor chloroquine. Six of 
the 13 developed bronchopleural fistulas or em- 
pyemas postoperatively, but recovered. Decorti- 





OP: Operation 


cation operations were done on 4 patients (in- 
cluding one who had segmental resection in ad- 
dition) with recovery in all. Open drainage of 
the pleura or of a lung abscess was done in 36 
patients, of whom 13 died. Five of the patients 
who died had received emetine. In 26 patients 
subphrenic or liver abscesses were drained, and 
5 died. One of the 5-had a marsupialization 
operation for suppurative amebic pericarditis 
in addition. Four of the 5 who died had had 
emetine, but in 3 of them it had been given for 
only 2, 5, and 7 days, respectively, before death. 
The fifth had had no emetine. Multiple opera- 
tions were reported in 20 patients. There were 
26 deaths among the 78 patients on whom sur- 
gery was done, or a mortality rate of 33 per cent. 


CASE REPORTS 


Details of our own group of 7 cases are tabu- 
lated in Table I. All of our patients were males. 
They had been ill from 2.5 to 18 months prior to 
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Fic. 2. 


Fics. 1 and 2. Case 1. Posteroanterior and right lateral views of bronchogram of the right lung. 
showing middle lobe density with central rarefaction. Open drainage of this abscess was done. Both 


views were taken on December 15, 1947. 


admission, or an average of 8 months. There 
was cough and fever at the onset of the illness in 
all patients except Case No. 2. None save the 
last patient gave a history of diarrhea or dysen- 
tery. Three had been mistakenly treated for 
pulmonary tuberculosis for from 4 to 6 months 
prior to admission. The first 3 cases are reported 
in greater detail. 

Case 1. J. V. B., a 22 year old negro male 
veteran was admitted to the Veterans Adminis- 
tration Hospital, Oteen, North Carolina, on 
November 1, 1947 with a one-year history of 
weight loss, night sweats, and repeated small 
hemoptyses. A roentgenogram of the chest taken 
elsewhere had revealed a dense shadow in the 
anterior part of the lower half of the right lung 
field. He had been on streptomycin (1.0 gram 
daily for 4 months) because of sputum sup- 
posedly positive for acid-fast bacilli. 

On admission he was expectorating 2 cups of 
heavy yellow or pink sputum daily. There were 
dullness and numerous fine and coarse inspira- 
tory rales in the right lower chest anteriorly and 
posteriorly. In this hospital, repeated studies of 
sputum for acid-fast bacilli by 12 smears, 4 cul- 
tures, and 3 gastric lavage cultures were negative. 
Sputum and stool examinations for amebae were 


negative as well. A roentgenogram of the thorax 
showed a dense shadow in the anterior part of the 
right lower lung field with central cavitation. 
Bronchoscopy and bronchograms confirmed the 
impression of a lung abscess in the right middle 
lobe (Figs. 1 and 2). Tuberculin and histoplasmin 
skin tests were positive. 

On December 30, 1947 open drainage of the 
abscess was carried out and 300 cubic centimeters 
of ‘thick’ pus were evacuated. Biopsy of the ab- 
scess wall was done, and histopathologic exami- 
nation resulted in the diagnosis of an amebic 
lung abscess based on the finding of amebae in 
the wall of the abscess (Figs. 3 and 4). 

Two courses of emetine of 0.6 gram each, 
were given 3 weeks apart when the diagnosis 
became apparent, along with carbarsone. Fol- 
lowing the operation, complement-fixation tests 
for amebiasis were positive on three occasions. 
A single positive gastric culture for acid-fast 
bacilli reported back 3 months after surgery was 
thought to be due to a laboratory error. 

Drainage from the abscess cavity gradually 
subsided, and the resulting sinus was closed by a 
revision procedure on March 8, 1948. Following 
this, the patient was discharged recovered. No 
follow-up has been obtainable. 
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Fics. 3 and 4. Case 1. Low and high power magnifications of sections of the wall of the lung ab- 
scess, showing amebae in lacunae of the necrotic tissue. This patient recovered with emetine and 
carbarsone, following drainage of the abscess. Hematoxylin and eosin stain, X40 and X400. 


This patient had had sanatorium care for 
nearly a year before the correct diagnosis was 
made. Following surgical drainage plus emetine 
he made a complete and prompt recovery, but 
a bronchocutaneous fistula persisted until a re- 
vision operation was done. If the diagnosis had 
been made or a therapeutic trial course of 
emetine had been given before surgery was car- 
ried out, open drainage might not have been 
necessary. 

Case 2. R. P., a 23 year old negro male, was 
admitted to the Swannanoa Division of the 
Oteen Veterans Administration Hospital on 
March 9, 1954, complaining of an abscess in the 
upper abdomen. Two months prior to admission, 
he was hospitalized elsewhere, with symptoms of 
midepigastric pain, fever, nausea, and vomiting. 
Pneumonitis and pleural effusion at the right 
base had been noted on a roentgenogram of the 
chest. Subsequently (about 6 weeks after the on- 
set) a pericardial friction rub had been noted, 
and a midepigastric mass had developed. This 
had been incised and drained, and had yielded 





a considerable quantity of creamy yellow pus 
and old blood. Cultures of this material were 
said to have been positive for the Escherichia 
coli, hemolytic Staphylococcus, and Crypto- 
coccus neoformans. In spite of the administration 
of potassium iodide and sulfathiazole, the pa- 
tient became progressively worse, and was 
transferred to our hospital. 

On admission, he was acutely ill, toxic, febrile, 
and dyspneic. Blood pressure was 110/70, pulse 
140 per minute, temperature 101 degrees F. A 
pericardial friction rub was present over the 
precordium, and the heart sounds were good. 
There was a large abscess cavity in the epigas- 
trium with necrotic edges, and thick creamy pus 
at the borders (Fig. 5). Material from the wound 
showed trophozoites of Entamoeba histolytica 
although the stools were repeatedly negative for 
this organism. A chest roentgenogram on the 
day following admission showed a diffuse cloud- 
ing of the left base, suggesting effusion, and 
marked enlargement of the cardiac shadow 
(Figs. 6 and 7). An electrocardiogram on March 
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Fic. 5. Case 2. Gross appearance of huge necrotic 
wound in epigastrium of patient, following incision and 
drainage of undiagnosed amebic abscess of left lobe of 
liver, with left pleural and pericardial involvement. 


11, 1954 was interpreted as being compatible 
with an acute pericarditis (Fig. 8). A flat plate of 
the abdomen showed the splenic flexure of the 
colon to be displaced downward and to the left, 
suggesting a subphrenic mass. Lipiodol injection 
into the purulent epigastric sinus showed multi- 
ple pockets connected by narrow channels ap- 
parently in the anterior part of the left lobe of 
the liver. 

A course of emetine hydrochloride (60 milli- 
grams daily for 10 days) given parenterally, 
along with chloroquine (0.25 gram twice daily) 
was begun on March 11, 1954 and irrigation of 
the abscess with streptokinase-streptodornase 
and emetine, wasdone repeatedly. Erythromycin, 
(300 milligrams four times daily) was also given. 
Within 24 hours, there was dramatic improve- 
ment in the general condition of the patient, and 
the temperature was normal by the third day of 
treatment and remained so. The abscess cavity 
and sinus tracts healed completely over the 
course of the next 2 months. A roentgenogram 
of the chest taken 4 weeks after therapy had been 
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started showed an essentially normal chest. The 
complement fixation test for amebiasis was not 
done in this patient. 

Comment: On admission this patient was 
gravely ill with pericarditis secondary to an 
amebic abscess of the left lobe of the liver. 
Whether the cardiac enlargement was due to a 
frank suppurative process in the pericardial 
cavity or to a pericardial effusion secondary to the 
subphrenic process cannot be stated because the 
pericardial cavity was not aspirated. There was 
a high index of suspicion in this hospital for 
ruptured amebic abscess of the liver because in 
a previously reported case from this institution 
(88) an intra-abdominal abscess of amebic origin 
had ruptured through the anterior abdominal 
wall and produced a necrotic-looking wound 
similar to this patient’s surgically produced one. 
Careful search therefore of material from this 
abscess was rewarded by the finding of the 
Entamoeba histolytica and resulted in definitive 
therapy and prompt recovery. 

Case 3. S. F. L., a 30 year old Hindu male 
was admitted to the Wanless Hospital, Miraj, 
India, on June 20, 1955 complaining of inter- 
mittent fever for 18 months, back pain and right 
chest pain for 6 months, and repeated hemop- 
tyses for 2 weeks. He had been treated for pul- 
monary tuberculosis elsewhere for the previous 
6 months, although acid-fast bacilli were never 
found in his sputum. On admission he was bring- 
ing up 1 to 2 ounces of thick blood-stained 
sputum daily, and he appeared chronically ill 
and weak. 

A roentgenogram of the chest showed that a 
large infiltration with suggestive central cavi- 
tation occupied the lower half of the right lung 
field (Fig. 9). Moderate amounts of purulent 
secretions were seen coming from the right main 
bronchus on bronchoscopy. The hemoglobin 
was 38 per cent of normal, the erythrocyte 
sedimentation rate was 122, and the serology for 
syphilis was negative. Sufficient funds were not 
available to provide for the large quantity of 
blood which would have been necessary to make 
pulmonary resection possible, so it was decided 
to perform open drainage of what was felt to be 
a huge chronic pyogenic lung abscess. On July 
8, 1955 a segment of rib was removed and a large 
empyema pocket, opening into a very large pul- 
monary abscess extending anteriorly and supe- 
riorly as far as the exploring finger could reach, 
was encountered. The wall of the abscess was 
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Fics. 6 and 7. Case 2. Roentgenograms of the chest before and after treatment with emetine 
and chloroquine for amebic abscess of the left lobe of the liver with left pleural and pericardial 
involvement. Neither pleural nor pericardial cavities were aspirated. Left view was taken on March 


10, 1954; right view on April 13, 1954. 


biopsied and the wound packed. The biopsy 
report, which read: “‘occasional ovoid degen- 
erated cells in necrotic debris and granulation 
tissue; could possibly be degenerated amebae, 
but they don’t look very convincing, and are 
probably only macrophages”’ was unfortunately 
ignored. 

There was some general improvement for a 
limited time following this procedure, but be- 
cause of the extensive space and large broncho- 
pleural fistula which remained for one month 
after drainage, a modified Schede thoracoplasty 
on the right lower chest was carried out on 
August 5, 1955. Three days later the patient be- 
came more toxic, drowsy, and delirious. The 
wound appeared necrotic and unhealthy, and 
twitching of the right arm developed. A brain 
abscess was diagnosed. The patient expired on 
August 13, 1955 in spite of the administration of 
all available broad-spectrum antibiotics. 

The following is an extract of the autopsy 
protocol: “The body is that of an emaciated 
young Indian male. There is a large open surgi- 
cal wound in the right infrascapular region. It 
leads into a large empyema cavity filled with 
thick pus. This is continuous with a very large 





ragged cavity involving most of the right lung. 
The surrounding lung is firm, consolidated, and 
yellow-grey. The major bronchi open into the 
abscess cavity. The heart, pericardium, left lung, 
and left pleural cavity are all normal. Over the 
dome of the right lobe of the liver there are 
some fresh, easily-torn, fibrous adhesions bind- 
ing the liver to the diaphragm. When these are 
separated there is revealed a 2 cm. perforation 
of the right diaphragm about which there is some 
pale yellow purulent exudate. The capsule of the 
liver opposite this is intact but thickened. The 
parenchyma is scarred beneath this area, and 
there is an irregular hard ochre-yellow nodule 
one cm. in diameter in this area, with a chalky 
consistency. On opening the skull, there is found 
some thick yellow pus with the same ammoniacal 
odor as that from the lung, in the left frontal 
region. At the right frontal pole there is a ragged 
defect in the cortex with necrotic granular edges, 
about 2 cm. in diameter. Multiple sections re- 
veal multiple abscesses in many parts of the 
brain, the largest being in the right frontal lobe, 
6 cm. in diameter, and more or less contiguous 
with another large abscess involving most of the 
right basal ganglia. Several other small early 
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Fic. 8. Case 2. Electrocardiograms before and 5 days after treatment with emetine and chloro- 
quine for amebic abscess of left lobe of liver, with pericardial and pleural involvement. The patient 
made a complete recovery. The two top rows were taken March 11, 1954; the two bottom rows 


were taken March 16, 1954. 


abscesses are found in the left frontal, left and 
right parietal, and left cerebellar lobes. 
Microscopic examination: Section of the ochre 
yellow nodule in the liver opposite the diaphrag- 
matic perforation shows scar tissue in which are 
foci of chronic inflammation. Directly beneath 
the greatly thickened capsule of the liver, there 
is an area of coagulation necrosis which includes 
the capsule; about it is a thick zone of chronic 


inflammatory granulation tissue. In the latter 
can be seen a number of amebae, lying in clear 
areas. Iron-hematoxylin stains confirm the pres- 
ence of amebae.” 

Lung: sections from the margin of the huge 
lung abscess show extensive necrosis of the coag- 
ulation type, surrounded by zones of chronic 
inflammatory granulation tissue. In the latter 
are seen a number of amebae, similar to those 
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Fic. 9. Case 3. Roentgenogram of the thorax of patient 
with amebic abscess of right lobe of liver, which had 
evacuated itself into the right pleural cavity to produce 
an empyema and lung abscess. Diagnosis was not made 
until autopsy, which showed multiple amebic abscesses 
of the brain as well. The abscess of the liver was almost 
healed. 


seen in the liver. In the surrounding lung the 
alveoli are filled with edema fluid and a chronic 
inflammatory exudate. 

Brain: the abscess areas are peculiar in that 
they comprise large, irregular areas of pure 
coagulation necrosis, abutting directly on viable 
brain tissue, with no inflammatory reaction. The 
surrounding brain tissue is very edematous, how- 
ever. In and about the necrotic areas careful 
search reveals structures compatible with amebae 
(Fig. 10). 

Final diagnosis: (1) amebic abscess of the liver, 
with rupture through the diaphragm into the 
right lung, (2) secondary amebic abscess of the 
right lung, and (3) secondary abscesses of the 
brain, amebic.” 

Comment: This man might have recovered if 
the suggestion of amebiasis conveyed by the 
biopsy report had been acted upon. It was un- 
fortunate that he was so depleted physically and 
financially that a primary resection was not 
possible. Whether the surgery precipitated the 
development of multiple brain abscesses is a 
question which cannot be categorically answered. 
Orbison and his coworkers (136) in their review 
conclude that there is no causal relationship 
between surgical intervention in cases of thoracic 
or hepatic amebiasis and the occurrence of 
amebic brain abscess. This is a debatable point, 
however, since in nearly half of the cases which 
they analyzed, some type of surgical procedure 
preceded the appearance of symptoms of brain 
abscess. Similarly, open drainage operations had 
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Fic. 10. Case 3. High power magnification of portion 
of brain abscess showing a single ameba in lacuna of 
necrotic tissue. Iron-hematoxylin stain, X400. 


been performed in 6 of the 11 cases in our sur- 
vey. Simonds (167) feels that operation on an 
amebic liver abscess definitely predisposes to 
development of a brain abscess. However, in 
our survey, open drainage operations or resec- 
tions were done in a total of 69 cases, and the in- 
cidence of brain abscess among these was 9 per 
cent as compared with an incidence of 10 per 
cent among nondrained cases of suppurative 
pleuropulmonary amebiasis. 


DISCUSSION 


We were unable to classify accurately the 
pathologic type of thoracic amebic infection in 
18 per cent of our collected series, since the vast 
majority were medically treated, the type of 
pathologic process being inferred from the 
roentgenographic and clinical picture. In many 
patients, more than one type of infection were 
judged to have been present, or were found at 
surgery or at autopsy. A breakdown of pathologic 
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TABLE II.—TYPES OF PATHOLOGY 


Ochsner Authors’ 
and DeBakey review 
(168 cases) (293 cases) 
Per cent Per cent 
UE cickek cis ed coneeenees 39 20 
NN 6 52550. 54's ocd eeidamouitis 20 21 
PRED oes ci Siew k slew c aeere 20 8 
Hematogenous amebiasis (2)...... 21 7 
Mixed pathology (3)............ 0 14 
Pneumonic or presuppurative 
RUDEINOME AI ooo: eS ess ans cows 0 7 
Pericardial amebiasis............ 0 15 
(Cerebral amebiasis)............ 0 3.7 
Unknown pathology ............ 0 18 





(1) Hepaticobronchial or hepaticopleurobronchial fistula. 

(2) Including abscesses and (in authors’ review) pneumonic or pre- 
suppurative lesions, apparently resulting from blood-borne dis- 
semination, with or without evidence of hepatic amebiasis. 

(3) Any combination of abscess, empyema, or fistula. 

(4) —— resulting from direct extension or by lymphatic spread 
rom the liver. 


types in the remaining 82 per cent has been 
made and these are compared with the types of 
pleuropulmonary amebic infections into which 
Ochsner and DeBakey’s series is divided, in 
Table II. We found that in about 7 per cent of 
cases, the pathologic lesion could be classified 
only as pneumonic, and in 14 per cent, some 
combination of abscess, fistula, or empyema was 
present. Neither of these types nor the classifica- 
tion of pericardial amebiasis appears in the 
older series. We have added cerebral amebiasis 
merely to indicate its incidence in thoracic 
amebiasis. 

There is good histopathologic as well as clini- 
cal evidence to support the contention that pre- 
suppurative pneumonic or bronchopneumonic 
forms of amebiasis do occur, just as amebic 
hepatitis apparently precedes amebic abscess 
formation in the liver (2, 18, 78, 136, 141, 144, 
158). There is also evidence that, as in the liver, 
the earliest lesions in the lung are the result of 
the characteristic cytolytic activity of amebae. 
Thus, these lesions may be characterized by 
lytic necrosis of tissue with some hemorrhage and 
fibrosis, but little cellular response. Micro- 
abscesses, which may become confluent and 
which may involve the bronchi, may be found 
adjacent to relatively uninvolved or merely 
edematous, congested pulmonary parenchyma. 
The concept of an early amebic pneumonitis as 
representing a balance between regression to- 
ward healing and progression toward suppura- 
tion may be just as valid for the lung as this 
concept of the early phase of amebic hepatitis is 
for the liver. 

There are at least 9 autopsy cases (including 


our case No. 3) to justify the classification of a 
mixed group, i:e., any combination including 
empyema, abs¢ess,or fistula (3, 17, 28, 29, 36, 
53, 122, 171). \~ 

It has been assumed that abscesses of either 
the right or left upper lobe of the lungs or bi- 
lateral abscesses or infiltrates should be classified 
as hematogenous. Ochsner and DeBakey divided 
this group into those with, and those without, 
an independent liver abscess. We have not at- 
tempted to subdivide the hematogenous group 
in this manner because in most instances such a 
distinction has been impossible to make. Abscess- 
es in the liver may be too small to be clinically 
detectable. 

Five of the patients in the hematogenous 
group came to autopsy (53, 78, 144, 158, 186), 
and in 3 of these a liver abscess was reported to 
have been found. This has been a controversial 
point in the past, for Coirault and his coworkers 
(42) feel that pulmonary amebiasis is always 
secondary to hepatic involvement, although the 
focus in the liver may sometimes be so small that 
it may be overlooked, or it may even have 


healed. Our single autopsy case with the finding 


of a very small yellow nodule surrounded by 
scarring immediately subjacent to the dia- 
phragm, in which Entamoeba histolytica were 
demonstrated, tends to support this view, as does 
the surgical experience of Shaw (163) and the 
personal series of Ochsner and DeBakey (56, 
134). The finding in 2 autopsied cases (53, 144) 
of amebic abscesses in the left upper lobe of the 
lung in the absence of liver involvement would 
seem to settle this point, however. The very fact 
that only 2 such indisputable cases have been 
found, emphasizes the rarity of this condition. 

The term “‘primary” pulmonary amebiasis, 
loosely used in the literature to designate amebic 
involvement of the lung without apparent liver 
involvement, should be confined to cases in 
which the pulmonary lesion did not arise from 
any other focus. There have been, to our knowl- 
edge, no clearly documented cases of this type 
reported. It seems certain that the vast majority 
of cases of pulmonary amebiasis, whether on the 
right or left side, arise from an amebic hepatic 
process, by direct extension, via a subphrenic 
collection, through the lymphatics of the dia- 
phragm, or via the blood stream. Very occa- 
sionally, amebic emboli from the colon may 
apparently reach the lungs directly, without 
liver involvement. 
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In Tables I11, A and B, the mortality rates 
for the various types of infection are presented. 
The highest death rates were found among pa- 
tients with hematogenous lung abscesses (45 per 
cent), with mixed pathology (29 per cent); with 
pericardial involvement (55 per cent), and 
among those with cerebral involvement (100 
per cent). 

An interesting observation is the overwhelm- 
ing preponderance of these complications of 
amebiasis in adult males (90 to 95 per cent). 
This apparently simply reflects the sex incidence 
of hepatic amebiasis (84 to 93 per cent of all 
cases occurred in males, in DeBakey and 
Ochsner’s series (56)) and fits with Gharpure’s 
autopsy series (75). However, clinical intestinal 
amebiasis does not show such a marked predilec- 
tion for males (25, 48). Further, in one of the 
few available studies of the sex incidence of 
amebic infection as judged by stool examinations, 
Faust, in a series of 311 subjects (70) found that 
between the ages of 16 and 40 (the age group in 
which most of the complications of amebiasis are 
found) females showed a 20 per cent incidence 
of infection, compared with an incidence of 9 
per cent for males. Thus, one cannot with confi- 
dence ascribe the great difference in sex inci- 
dence of complications of amebiasis, as some 
have done, simply to greater opportunity among 
males for exposure to amebae on the basis of 
travel and military service. Perhaps a case could 
be made, however, for greater opportunity 
among males for exposure to different strains of 
amebae. In our opinion, the overwhelming dis- 
crepancy in the incidence of complications of 
amebiasis between the two sexes has never been 
adequately explained. 

In more than half of the cases reported upon 
by Ochsner and DeBakey (134) it was definitely 
stated that chocolate sauce pus was present in the 
sputum. It was noted in all of their personally 
treated cases in which sputum was present, and 
has, perhaps, been generally regarded as a 
cardinal finding in pleuropulmonary amebiasis. 
Yet, in our review this finding was reported in 
about one-fourth of the cases, and was over- 
shadowed in frequency by the finding of bloody 
or blood-stained sputum in 34 per cent of the 
patients. In 32 cases, both bloody and chocolate 
sauce (or brown or anchovy sauce) sputum was 
expectorated by the patient. Thirty per cent of 
the patients expectorated scanty or mucoid 
sputum, or none at all; and about 6 per cent 
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TABLE IIIA.—-MORTALITY RATES RELATED TO 
PATHOLOGIC TYPE OF PLEUROPULMONARY 
AMEBIASIS 


Mortality rate 
Mortality excluding cases 
Number Number _ rate, with cerebral 


of of per or pericardial 
cases deaths cent involvement 

Hematogenous lung 

SN as ween wes 11 5 45 40 
Mixed pathologic types. 41 12 29 24 
Lung abscess extending $ 

from the liver....... 59 13 22 12 
Hematogenous 

pneumonia......... 9 2 22 Ss 
Empyema or effusion... 62 10 16 9 
Pneumonia extending 

from the liver....... 21 1 5 0 
Fistula (hepatico- 

bronchial, or hepa- 

ticopleurobronchial).. 24 1 + * 
Miscellaneous......... 1 1 100 * 
Wnknowm 25.6665... 52 4 9 + 
ON a sre Xe ocx acu 280 49 


*No patients with cerebral or pericardial involvement in this group. 


TABLE IIIB.—MORTALITY RATES, CEREBRAL AND 
PERICARDIAL AMEBIASIS 


Number Number Mortality 


of 0, rate, 
cases deaths _ per cent 
Cerebral amebiasis*............. 11 11 100 
Pericardial amebiasis............ 22 12 55 
With pleuropulmonary 

MOMMIES ciec neu cannes 9 6 67 
Without pleuropulmonary 

SNONOUEINEIE asec tacsaceces 13 6 46 


*All patients had pleuropulmonary amebiasis in addition. 


TABLE IV.—TYPES OF SPUTUM (235 patients) 


Per cent 
Mi DNC AUNCE So 5c since ceccscveddcauncacs 34 
CRCCORAGE Cr AMCHGUY SAUCE. 5 5 oe os oc cnc vnccswndsins 24 
SEGRE p, TAMCONE, GNOMES 6 oon s che etctavcuckdnnes 30 
PR GI oie sie rn cok ey ncddaedseneuces 6 


brought up only frankly purulent green, yellow, 
or gray sputum (Table IV). 

In cases of empyema or effusion, similarly, 
chocolate sauce pus may not be present. One 
hundred and five patients had aspiration of the 
chest including the pericardial cavity, or of a 
liver abscess, and characteristic chocolate sauce 
pus was reported to have been found in less than 
half the cases. Green, yellow, serosanguineous, 
and straw-colored fluid was also found in these 
patients. Berne’s report tends to confirm this ex- 
perience, for in one-third of his 74 cases of ame- 
bic liver abscess, the contents did not resemble 
anchovy sauce or chocolate sauce, but instead 
were creamy white material resembling pus, 
aerobic and anaerobic cultures of which were 
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TABLE V.—POSITIVE LABORATORY FINDINGS IN 
293 CASES OF THORACIC AMEBIASIS 
No. of Per cent 


cases of total 
1. Entamoeba histolytica identified in: 


NN RPUNRNRIN 5 25-5 wip. < sins tes wines urdu ch wun wl locas 51 17 
Ria tries eric seer etme cacao 28 10 
c. Stools (with or without other positive 

ee ee eee eran rey er 91 31 
d. Stools as sole positive finding............ 56 19 
Cp EERE MORMON 855-628 55.0 Vesna pieieye ane 12 4 
f. More than 1 test ponitive..............06..600 35 12 


2. Positive complement-fixation test for 
amebiasis (with or without other positive 


laboratory GRGIRGS) osc oc ba ewes 16 5 
3. Positive complement-fixation test as sole 

positive laboratory finding .............. 10 3 
4. Positive evidence of thoracic amebiasis (a, b, 

RG ote eae eae ee Ae ore are ee 91 31 
5. Supportive evidence of thoracic amebiasis 

RON PRED sone sors clever acorn tare uermonsie-eae 66 22 
6. Total with positive or supportive laboratory 

RMR oer ig any nina eet nc a See 157 54 


sterile. Others have also noted this finding. 
Chocolate sauce or anchovy sauce pus, when 
present, is a valuable diagnostic clue, but it is 
not nearly so commonly found as one might 
perhaps expect from the older medical literature. 
It is important, then, not to dismiss thoracic 
amebiasis as a diagnostic possibility simply be- 
cause characteristic chocolate sauce pus is not 
present. 

Laboratory confirmation of the diagnosis of 
pleuropulmonary, pericardial, or cerebral ame- 
biasis is sometimes very difficult to obtain. This 
is true as well of amebic hepatitis and of amebic 
hepatic abscess. Thus, of 189 cases in which 
sputum wasavailableforiexamination, Entamoeba 
histolytica was identified in only 28 per cent. In 
27 per cent of the 105 cases in which fluid or pus 
was available for examination, Entamoeba histo- 
lytica was found. In 19 per cent of the total 
group of 293 patients, Entamoeba histolytica was 
found only in the stools, and in 10 cases only the 
complement-fixation test was positive. Thus, 
some laboratory confirmation of the diagnosis 
was available (before autopsy) in 54 per cent of 
the cases during the past 20 years, as compared 
with only 20 per cent laboratory confirmation in 
the older series which was reported by Ochsner 
and DeBakey. These findings are summarized 
in Table V. 

While most recent observers report a relatively 
low degrec of success in isolating identifiable 
amebae from pus and sputum even in cases with 
classical symptoms and signs, paradoxically a 
few observers (33, 34, 189) report a high degree 
of success in identifying amebae in the sputum 


TABLE VI.—TYPES OF SURGICAL TREATMENT AND 
RESULTS 
Mortality rate 
excluding cases Mortality 
with cerebral rate with 
Number Mortality or pericardial amebicidal 
of rate involvement drugs 


Types of operations patients Per cent Per cent Per cent 


Open drainage 

operations (lung 

abscess, liver ab- 

scess, empyema, or 

subphrenic abscess) 56 29 17 23 
Resection.............+. 13 23 -- 17 
Miscellaneous opera- 

tions, including ab- 

dominal and neu- 

rosurgical proce- 

GIBTOB oa 5:5 58 6:0: 16 35 14 14 
Total number of 

patients operated'.. 78 33 22 22 


126 Per cent of the patients had multiple operations, up to 4 per 
patient. 


of patients with minimal and very atypical clin- 
ical and roentgenographic evidence of disease. 
Itseems almost certain that a bronchopneumonic 
stage of amebic infection of the lungs precedes 
necrosis and liquefaction (i.e., abscess forma- 
tion), and perhaps in this early stage, amebae 
are more readily identifiable. However, it is 
possible to mistake Entamoeba gingivalis, a non- 
pathogenic ameba which commonly resides in 
the mouth, with Entamoeba histolytica, which it 
closely resembles both morphologically and in 
the character of its movement in the unstained 
preparation (50). Sutliff and his coworkers (182) 
have reported finding Entamoeba gingivalis in 2 
patients with pulmonary suppuration, in one of 
whom no amebae were found in the mouth. 
They and other observers (61, 188) pointed out 
the importance of using the iron-hematoxylin 
stain in every case of suspected pulmonary ame- 
biasis, especially in the very atypical case in order 
to identify positively the Entamoeba histolytica, 
and toruleout the Entamoeba gingivalis. Possibly 
cases which were formerly reported as “‘amebic 
bronchitis” may have been so diagnosed be- 
cause of the finding of Entamoeba gingivalis in 
the sputum. 

The complement-fixation test for amebiasis 
was used in only 21 patients and found to be 
positive in 16. This test has not come into general 
use, possibly because efficient and reliable anti- 
gens are not generally available, and both false 
negative and false positive results are obtained 
(49, 99, 125, 184). Were it a completely practical 
test, it would be of inestimable value in helping 
to confirm the diagnosis in many cases of tho- 
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TABLE VII.—COMPARISON OF SURGICAL MOR- 
TALITY OVER 20 YEARS AGO AND MORE RE- 
CENTLY 


Surgical treatment Surgical treatment only 
(With or without amebicidal drugs) (No amebicidal drugs) 


Mortality Mortality 
Per cent rate Per cent rate 
receiving Per cent receiving Per cent 
Ochsner 
and 
DeBakey 
(168 cases) 60 44 50 53 
Present 
series 
(293 cases) 26 22 + 100 


1Excluding patients with cerebral or pericardial involvement. 


racic and cerebral complications of amebiasis. It 
has been given up by the Walter Reed Army 
Institute of Research and by others, as being of 
little practical value (105). 

A point worth emphasizing is that if there is a 
combination of findings suggesting the possibility 
of hepatic, thoracic, or cerebral amebiasis, it is 
urgent that a presumptive diagnosis be made 
and followed by a therapeutic trial of an extra- 
intestinal amebicide such as emetine or chloro- 
quine. Although every effort should be made to 
obtain laboratory confirmation of the disease, 
such a therapeutic trial should not be deferred 
for this. One can find reports of fatalities which 
might reasonably be related to the delay in ad- 
ministration of specific therapy while attempts 
to verify the diagnosis were made (117). To 
paraphrase Berne (17), ‘“‘Hesitation in giving 
adequate emetine is dependent upon fear of its 
capacity to injure myocardium. As a result, 
many patients with thoracic amebiasis have re- 
tained possession of excellent hearts but have 
died of inadequately or tardily treated amebic 
abscesses. We do not advocate indifference to- 
ward the dangers of emetine, but since amebic 
abscess is a fatal disease, the amebae must be 
destroyed.”” Now that chloroquine, which is a 
safe and apparently very effective extraintestinal 
amebicide, is available, there should be little 
justification for delaying a trial of amebicidal 
drug therapy when the diagnosis of amebiasis is 
suspected. 

One further misconception which has been 
repeatedly quoted until the present time (121), 
to the effect that amebae are not found in the 
sputum of patients with hematogenous lung ab- 
scesses, should be effectively dispelled by the case 
report of Putney and Baker (144). These workers 
described the case of a 37 year old male who 
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TABLE VIII.—COMPARISON OF THE MORTALITY 
RATES WITH AMEBICIDAL DRUG TREATMENT 
20 YEARS AGO AND MORE RECENTLY 


Amebicidal drug treatment Amebicidal drug treatment 





(with or without surgery) only. 
Mortality Mortality 
Per cent rate Per cent rate 
receiving Per cent — receiving Per cent 
Ochsner 
and 
DeBakey . 
(168 cases) 50 8 40 4 
Present 
series 
(293 cases) 88 10 67 6 


expectorated chocolate sauce pus in which En- 
tamoeba histolytica was isolated, and who died in 
spite of emetine therapy. This patient had an 
amebic abscess in the left upper lobe of the lung, 
and in the brain as well. 

Of Ochsner and DeBakey’s series (134) 60 per 
cent had some type of surgical procedure, while 
only about 26 per cent of the present series was 
operated upon (Table VI). Since none of the 
patients in the earlier series was reported to have 
had the added complication of cerebral or peri- 
cardial involvement, both of which are associ- 
ated with very high mortality rates, we have 
omitted 11 deaths following surgery in this pres- 
ent series (including our case number 3) in whom 
these complications were noted (15, 31, 122, 132, 
136, 185, 193). This should make for more accu- 
rate comparison between the earlier and the 
present series (Table VII). Forty-four per cent 
of the patients operated upon in the earlier 
series succumbed. Excluding patients with cere- 
bral or pericardial involvement, this was twice 
the rate in the present group. In the earlier 
series, when both operation and emetine were 
used in the treatment, 23 per cent of the patients 
died, as compared with 22 per cent for the present 
group. Interestingly, in cases in which emetine 
(or chloroquine) was used, but no surgery was 
done, the mortality rates for the two series were 
again nearly identical (4 and 6 per cent, respec- 
tively), although only 40 per cent of the patients 
in Ochsner and DeBakey’s report received this 
type of treatment, as against 67 per cent of the 
patients in this report (Table VIII). 

There is general agreement that surgery should 
be merely an adjunct to definitive medical treat- 
ment in thoracic and cerebral complications of 
amebiasis, since no patient in recent years has 
survived these complications without the aid of 
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specific drug therapy. Many patients were oper- 
ated upon, in both the earlier and the later 
series in which surgery could have been avoided 
if the diagnosis had been made or even suspected 
and the amebicidal drugs administered before 
permanent damage or pyogenic complications 
ensued. Recently it has been suggested that open 
drainage of liver abscesses may be more safely 
carried out than formerly if combined with ame- 
bicidal drug therapy and broad spectrum anti- 
biotics. It is possible that damage to the liver 
might thus be minimized and the occurrence of 
thoracic or cerebral complications might thus be 
prevented in those cases which fail to respond 
with reasonable rapidity to conservative man- 
agement (102). 


SUMMARY AND CONCLUSIONS 


1. Thoracic complications of amebiasis con- 
tinue to occur with appreciable regularity. A 
group of 7 cases of our own, together with 286 
others collected from the literature of the last 20 
years, has been analyzed, and the findings are 
compared with those of the earlier study of this 
subject by Ochsner and DeBakey in 1936. 

2. Lung abscesses and empyemas were seen 
most commonly, as in the earlier study. How- 
ever, mixed pathology (combinations of abscess, 
empyema, and hepaticobronchial fistula) was 
seen in 14 per cent of the total group, and a 
presuppurative or pneumonic form in 7 per cent. 
These two types were not noted in the earlier 
study. 

The incidence of hematogenous amebiasis 
and of hepaticobronchial, or hepaticopleuro- 
bronchial fistula was 7 and 8 per cent, respec- 
tively. Twenty-two patients had pericardial in- 
volvement (7.5 per cent), and 11 patients (3.5 
per cent), in addition to a pleuropulmonary 
complication, had cerebral amebiasis. No pa- 
tients in the earlier study had such complications. 

3. The right lower hemithorax was involved 
in 75 per cent of the cases, the left thorax in 10 
per cent, the right upper lung field alone in 3 
per cent, and bilateral lesions were seen in 4 per 
cent. No statement was available regarding loca- 
tion of the disease process in 8 per cent of the 
total group. 

4. Ninety per cent of the patients were males, 
and 63 per cent were between the ages of 20 and 
40 years. 

5. The classical as well as the less characteristic 
clinical, roentgenographic, and laboratory fea- 


tures of pleuropulmonary, pericardial, and cere- 
bral amebiasis were described. Often, atypical 
cases were reported in the literature. 

6. Characteristic chocolate sauce or anchovy 
sauce pus or sputum was seen in a minority of 
cases (24 per cent). Hemoptysis or blood-stained 
sputum, scanty, mucoid, and purulent sputum, 
or no sputum at all, was more commonly 
reported. 

7. Entamoeba histolytica was identified in the 
sputum, pus, or tissue sections in 31 per cent of 
the cases, while in an additional 22 per cent 
supportive evidence was available in the form of 
amebae in the stools or of a positive complement- 
fixation test for amebiasis. This last named test 
has, however, not come into general usage at 
the present time. 

8. Entamoeba gingivalis may closely resemble 
Entamoeba histolytica in unstained preparations. 
For positive identification, an iron-hematoxylin- 
stained preparation should be examined. 

9. Emetine no longer occupies its former pre- 
eminent position in the treatment of extraintesti- 
nal complications of amebiasis, although it still 
has a very important place in treatment, having 
been used in the vast majority of the collected 
cases in this series. Chloroquine was found to be 
less toxic and apparently at least as effective. Of 
242 patients who received emetine, 10 per cent 
died of their disease; of 44 patients receiving 
chloroquine, 5 per cent succumbed. 

10. Surgery played a minor role in this collec- 
tive study, having been used in 26 per cent of 
the total number of patients, with an over-all 
mortality rate of 33 per cent. Open drainage op- 
erations were done most commonly; resections 
and decortications were next most frequently 
reported. The indications for surgery were: sec- 
ondary infection of lung or liver abscess, or of 
empyema; persisting hepaticobronchial fistula; 
permanently damaged lung; inexpandible lung; 
drainage or resection of abscess of unknown eti- 
ology; and failure to respond to conservative 
management. 

11. The over-all mortality rate of this entire 
group of 293 cases, whether treated or untreated, 
was 19 per cent. This compares favorably with 
the rate of 39 per cent reported 20 years ago, but 
also serves to indicate the seriousness of the dis- 
ease. When amebicidial drugs were given, the 
mortality rate was 10 per cent; and when only 
the drugs were used and surgery was not neces- 
sary, the mortality rate was 6 per cent. 
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12. The prognosis depends at least in part on 
the type of pathological process. Cerebral ame- 
biasis was uniformly fatal; pericardial involve- 
ment was accompanied by a mortality rate of 55 
per cent. Hematogenous lung abscesses and those 
derived from extension from the liver were asso- 
ciated with mortality rates of 45 and 22 per cent, 
respectively, while 29 per cent of patients with 
mixed types of pathology died. These high rates 
were due in part, at least, to the occurrence in 
these groups, of patients with amebiasis of the 
cerebrum. 

13. Pleuropulmonary amebiasis should be con- 
sidered in the differential diagnosis, especially of 
lesions involving the right lower hemithorax. 
Since such complications can be dangerous and 
even fatal if undiagnosed and untreated, amebi- 
cidal drug therapy, preferably chloroquine, 
should be given promptly if a presumptive diag- 
nosis can be made, without waiting for labora- 
tory confirmation. 

14. Surgery should be withheld, unless specific 
indications arise, and even then, should be used 
only after adequate amebicidal drug therapy 
has been given. Surgery may be avoided in 
many patients if the underlying hepatic compli- 
cation of amebiasis is treated before it has in- 
volved the thorax, and before secondary infection 
has taken place. Even after thoracic complica- 
tions occur, the vast majority of patients can be 
successfully managed by appropriate conserva- 
tive nonsurgical measures, provided an accurate 
diagnosis has been made or a presumptive diag- 
nosis hazarded. 


ADDENDUM 


A case report! has been brought to our atten- 
tion of a patient who was seen several decades 
ago with suppurative pericarditis and a liver 
abscess, both presumably of amebic origin in 
which open drainage was successfully carried 
out, with survival for at least 11 years. This pa- 
tient did not receive emetine. The diagnosis was 
not confirmed by laboratory tests. This report 
has been omitted from the previous reviews of 
the literature on pericardial amebiasis. 
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SURGERY OF THE HEAD AND NECK 


HEAD 


Parotid Sialography; Roent pees Cor- 
relation in a Series of 70 Cases. Ropert A. J. E1n- 
sTEIN and SamueL L. PERzix. California M., 1958, 
88: 98. 


ALTHOUGH MANY ARTICLES have been written on the 
subject, no attempt has yet been made to evaluate 
parotid sialography by correlating the clinical, roent- 
genological, and surgical observations. 

A study was made of the correlation of sialographic, 
clinical, and surgical observations in a series of 70 cases. 

Sialography is a useful tool in the differentiation 
between extrinsic and intrinsic space-occupying masses 
in the parotid region. It permits differentiation be- 
tween inflammatory lesions and neoplasms, and thus 
eliminates needless surgical explorations. It alerts the 
surgeon to masses involving the deep lobe. It can be 
performed easily and causes little discomfort. 

Bearing in mind its limitations, sialography is an 
important diagnostic and preoperative aid in the 
management of parotid lesions. 

The present day concept of operation upon the 
parotid gland calls for complete resection of the en- 
tire structure, of one of the lobes, or of at least that 
portion of a lobe to which a mass is confined. The ex- 
cision is performed without the surgeon’s ever visualiz- 
ing the mass. Presurgical localization of the tumor is of 
great help to the surgeon, as it may prevent injury to 
the facial nerve. This is of special importance in deep 
lobe masses. In the present series such localization was 
attempted by careful clinical and roentgenologic 
studies which were then correlated with the findings 
at the time of surgery. 

Roentgenological interpretation was more often in- 
correct when the tumor was located in the pterygoid 
portion of the superficial lobe and produced the ap- 
pearance of a defect in the deep lobe. The roent- 
genographic findings, however, were so frequently 
substantiated by the surgical findings that in the 
authors’ opinion the use of sialography in the localiza- 
tion of parotid masses can be recommended. Even in 
the few cases in which the x-ray diagnosis was not 
completely in agreement with the surgical findings, 
the roentgenogram was not misleading to the surgeon. 

Sialography is of particular value in the differentia- 
tion between surgical and nonsurgical diseases of the 
parotid gland, and often prevents needless surgical 
exploration. 


The primary aim of many earlier reports in the 
literature was to determine whether sialography was 
of aid in arriving at a preoperative pathologic differ- 
entiation of parotid tumors. Most of these reports 
agreed in that roentgenograms permit recognition of 
inflammatory diseases, but they differed widely as to 
the value of x-ray findings for preoperative pathologic 
diagnosis. The authors are of the opinion that roent- 
genograms do not permit a reliable pathologic diag- 
nosis of parotid neoplasms. 

— Benjamin Goldman, M.D. 


Tumors of the Parotid Gland; a Histologic Study 
and Results of Combined Surgical and Radiologi- 
cal Treatment. S. Bruze.ius, E. Ceperguist, F. 
LinELL, and F. BERGMAN. Acta chir. scand., 1957, 114: 1. 


THE RESULTS of combined surgery and radiotherapy 
in the treatment of benign and malignant parotid 
tumors form the basis of this report. The tumors are 
classified according to the manner of Foote and Fra- 
zell. Of the 180 parotid tumors which were treated in 
this way from 1935 to 1950, 118 were benign mixed 
tumors and 49 were malignant tumors of various 
types. Cystadenolymphomas and benign unclassified 
tumors, 13 cases altogether, are not discussed. 
Treatment consisted first in radiotherapy which was 
followed in 3 to 4 weeks by surgical removal of the 
tumor, Frozen section was done at operation and 
radium tubes with filters deposited in the wound. 
Eleven of the 118 patients with benign mixed 
tumors died of intercurrent disease. None of these had 
recurrence and 6 had been traced for at least 5 years. 
The remaining patients were traced from 5 to 18 
years. Of 81 patients who were treated in the manner 
described no recurrences have as yet occurred. Four- 
teen patients were operated on at other hospitals and 
brought to the authors for irradiation 1 to 3 days 
later. Six received only intracavital radium and there 
were 2 recurrences; 8 received only telegamma treat- 
ment with 3 recurrences. Five patients were treated 
by operation alone but the group is considered too 
small to permit valid conclusions. A fourth group con- 
sisted of 54 patients treated by operation (enuclea- 
tion or extirpation) alone at other hospitals with 14 
recurrences. Twelve of these are included in the 
authors’ series, the 2 others not being re-operated 
upon by them. There were, therefore, a total of 17 
recurrences in the patients who were treated by these 
authors with combined surgery and irradiation. 
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Complications consisted in facial paresis, delayed 
healing, and salivary gland fistulas. Total facial 
paresis occurred in 5 patients and partial paresis in 
4. Transient facial paresis occurred in 9 patients, 2 
complete and 7 partial. Delayed healing occurred in 
19 persons. Salivary fistulas occurred in 6 cases. 
There were no operative deaths. This investigation 
indicates that combined surgical and radiological 
therapy is better than surgery alone in benign mixed 
tumors. 

Treatment of malignant tumors of the parotid 
gland was the same as for the benign ones except for 
larger doses of irradiation. Six malignant mixed tu- 
mors recurred and 9 of the patients in this group died, 
2 from intercurrent disease. There were no recur- 
rences or deaths in the 3 patients with low grade 
mucoepidermoid tumors. Seven of the 11 high grade 
mucoepidermoid growths recurred and 4 of these pa- 
tients died. The adenocarcinoma group consisted of 
14 cases. Three patients with the adenoid cystic type 
of tumor died, one from intercurrent disease; 2 had 
repeated local recurrences. Seven of the miscellane- 
ous group were traced and there were 3 deaths and 1 
recurrence. Acinic cell adenocarcinoma was found in 
4 patients. All of them lived and 2 had recurrences. 
Local recurrence was seen in 3 of the unclassified 
group of 8. Complications were about the same in 
this group as in that of benign mixed tumors. The 
results show that the low grade mucoepidermoid and 
acinic cell adenocarcinomas have a more favorable 
outlook than the rest. ‘The results are not encouraging 
and more radical surgery with radiotherapy is pro- 
posed for this group. 

The histological classification of parotid gland tu- 
mors proposed by Foote and Frasell has been used in 
this report and is believed to be more rational and 
suitable than other classifications. Similar incidences 
of the various types were found by the authors. 

The principles of treatment followed in this clinic 
are as previously described with the following addi- 
tions. Rapid sections are done at operation. If the 
tumor is a benign mixed tumor, radium tubes are 
placed in the wound cavity. No further measures are 
necessary. If the pathologist reports a malignant tu- 
mor, the operation is extended to a total parotidec- 
tomy. In addition, postoperative radiation is indicated. 
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If the histological diagnosis cannot be made at opera- 
tion, radium tubes are inserted in the wound cavity. 
No other changes in treatment are considered to be 
necessary. — Donald C. Geist, M.D. 


EYE 


Ocular Signs of Meningioma. Franx W. NeweELt and 
Tuomas C, BEAMAN. Am. J. Ophth., 1958, 45: 30. 


THE AUTHORS describe the ocular signs of meningioma, 
a benign connective tissue neoplasm which may in- 
volve the meninges any place in the central nervous 
system. 

Meningioma may occur as a global type which 
grows into and compresses nervous tissue, or as a 
carpetlike or en-plaque type which spreads across 
tissues. This tumor, which is the most common type 
of intracranial tumor next to glioma, may even 
spread through bone and produce hyperostosis. It 
may also insinuate itself into the crevices, cracks, and 
foramina of the brain and cranial cavity and become 
very widespread. Its prognosis is independent of its 
histologic origin. 

Meningiomas occur predominantly in females; 
the ratio in this series was 91 to 52. The onset of 
symptoms is not infrequently initiated by a recent 
pregnancy. The association of trauma to the skull 
and the subsequent development of meningioma is 
frequent. The authors review the records of 143 
patients with verified intracranial meningiomas with 
special reference to distribution and ocular signs 
(Table I). 

Meningiomas at the base of the brain in the region 
of the sphenoidal ridge and the tuberculum sellae 
present eye signs early. Of 14 patients with meningioma 
of the tuberculum sellae, 11 had optic atrophy with 
vision in one or both eyes that was reduced to count- 
ing figures at 2 feet. In 2 patients the abnormality was 
not revealed by roentgenograms of the skull and con- 
trast radiography but required surgical exposure. The 
presence of meningioma must be considered as a 
likely possible cause in middle-aged patients with 
progressive optic atrophy which is not attributable to 
glaucoma, vascular disease, or syphilis. 

Meningioma of the sphenoidal ridge occurred in 
15 patients. Optic atrophy of the homolateral eye 


TABLE I.—DISTRIBUTION AND OCULAR SIGNS IN 143 CASES OF INTRACRANIAL MENINGIOMA 


No. of Diminished Blind- 


Location pattents viston ness ledema atrophy 
Olfactory groove 10 8 6 2 7 
Optic nerve 

sheath 2 2 : 1 2 
Multiple 

meningioma 3 1 0 3 1 
Cerebello 

pontine 9 5 0 6 0 
Tuberculum 

sellae 14 13 5 0 11 
Sphenoidal 

ridge 15 11 1 6 4 
Parasagittal 46 16 1 13 6 
Convexity 35 15 1 23 4 
Middle post. & 

fossa ae 5 1 
Total 143 76 





Papil- Optic 


Exoph- Field  Pupillary Oculomo- = Nys- Ocular 
thalmus _ defects signs tor lesions tagmus _findings 

0 7 7 3 0 1 
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and proptosis were the outstanding signs. X-ray 
examination often aids in the diagnosis because 
meningioma of this area causes a characteristic 
hyperostosis. 

Meningiomas may extend into the orbit along the 
sheaths of the optic nerve to produce proptosis. In 
these cases the optic foramen is of normal size and 
ocular rotation is unaffected. Meningiomas may 
originate from the meningeal sheaths of the optic 
nerve but this is unusual. 

Tumors of the olfactory groove usually reach a large 
size before causing visual symptoms. 

The authors conclude that a high index of suspicion 
is necessary for the early diagnosis of meningioma. 

— Joshua Kuckerman, M.D. 


The Effect of Asymmetrical Horizontal Muscle Sur- 
gery. Martin J. Urist. Arch. Ophth., Chic., 1958, 59: 
247. 


IN THIS ARTICLE the author attempts to show the 
effect of asymmetrical horizontal muscle surgery on 
strabismus. A total of 161 cases were studied; they 
were distributed as follows: 

105 cases with unilateral recession of the medial rec- 
tus muscle and resection of the lateral rectus 
muscle. 

10 cases with unilateral resection of the medial 
rectus muscle and recession of a lateral rectus 
muscle. 

20 cases with unilateral recession of a lateral rectus 
muscle. 

15 cases with unilateral recession of a medial rectus 
muscle. 

6 cases with unilateral resection of a lateral rectus 
muscle. 

6 cases with unilateral resection of a medial rectus 
muscle. 

The results of study show that the recession opera- 
tion produced more correction than the resection. The 
medial rectus muscle, being an adductor, was sub- 
jected to surgery that increased or decreased its ad- 
ducting power. The direction of the action was to the 
opposite side and therefore the greatest effect was on 
the opposite side. The lateral rectus muscle is an ab- 
ductor and its direction of action is to the same side. 
The effect of surgery was to the same side. 

—FEarl H. Merz, M.D. 


The Early Detection of Glaucoma; Results of 2,000 
Routine Tonometries. Howarp Reep and J. E. L. 
BENDOR-SAMUEL. Canad. M. Ass. F., 1958, 78: 6. 


Tue AUTHORS discuss the early detection of glaucoma 
and report their results in 2,000 routine tonometries. 

In the past, glaucoma was suspected only if the 
patient complained of symptoms such as halos, blur- 
ring of vision, or restriction of the visual field; and 
the diagnosis depended on finding evidence of cup- 
ping, glaucomatous atrophy, or visual field loss. 

At present, the tendency is to attempt to diagnose 
the condition even in the absence of symptoms or 
signs by making tonometry a routine part of every 
ophthalmologic examination. 

When the intraocular pressure is found to be bor- 
derline a number of confirmatory methods of investi- 
gation are available: 
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1. Gonioscopy. This may reveal either a narrow 
“closed”, or a wide “open” angle. These two types 
of glaucoma differ fundamentally in etiology, course, 
and treatment. Narrow-angle glaucoma gives rise to 
acute attacks of increased intraocular pressure with 
pain, blurring of vision, and the appearance of halos. 
Wide-angle glaucoma isa slowly progressive symptom- 
less disease. 

2. Repetitive tonometry. Pressure above 30 mm. of 
mercury on several occasions indicates almost certain 
glaucoma. 

3. Water drinking test. The intraocular pressure is 
recorded before breakfast, and every 15 minutes after 
a quart of water is drunk. A rise of more than 6 mm. 
of mercury within the first hour is considered diag- 
nostic of simple or wide-angle glaucoma. 

4. Mydriatic test. This test is especially valuable 
in narrow-angle (or closed) glaucoma. The pressure 
is taken every 15 minutes for 2 hours after a mydriatic 
is instilled. A rise of more than 6 mm. of mercury is 
considered to be positive. 

5. Tonography. A tonometer is allowed to rest on 
the anesthetized cornea for 4 minutes. Because the 
pressure of the tonometer forces aqueous out of the 
eye the intraocular pressure falls. The rate of falling 
pressure is used to calculate the coefficient of facility 
of outflow from a formula. It indicates the rate at 
which aqueous is able to escape from the eye. A co- 
efficient of less than 0.15 is considered to indicate the 
presence of glaucoma. 

Becker introduced a new mathematical concept, 
the ratio Po/c, in which Po=first intraocular pres- 
sure reading, and c=coefficient of facility of outflow 
of aqueous found on tonography. If this ratio is above 
100, glaucoma is considered to be present. 

The authors investigated all patients with a tension 
of 25 mm. of mercury or more. If the angle was nar- 
row, a mydriatic test was performed; if the angle was 
wide a water drinking test was carried out. 

The following criteria were adopted for making a 
diagnosis of glaucoma: 

A pressure of 40 or over at any time; pressure 
recordings over 30 on three or more occasions; a 
positive water drinking test; a positive mydriatic test; 
a tonographic value for the facility of outflow of less 
than 0.15; and a Po/c ratio of more than 100. 

There are two provocative tests of great value which, 
in a doubtful case, will often prove conclusively that 
glaucoma is present. A negative result does not neces- 
sarily exclude the disease. The results of the provoca- 
tive tests were as follows: 
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Tonography is of great value both in diagnosis and 
in assessing the effectiveness of miotics. The results of 
tonography in 23 patients were as follows: 


Reduced coefficient of facility Po/c ratio 
of outflow of aqueous above 100 
ROME a ucoc tes ce geunarecceaaeenes 20 cases 


Tivatiti™ 





bi 
Lil 


ASST 


fiat WAGE 





It is concluded that tonometry is an essential part 
of an ophthalmologic examination of patients who 
are more than 40 years of age. In 2,000 routine oph- 
thalmic examinations almost 3 per cent (actually 
2.9 per cent) of patients were found to have proved 
glaucoma. If tonometry had not been performed as a 
routine measure about one early case would have 
been missed for every one recognized. 

The authors suggest that undergraduates should be 
taught to perform tonometry and that general physi- 
cians should be encouraged to include tonometry as 
part of their routine physical examination of patients 
over the age of 40. 

It is probable that about 100,000 Canadians have 
unrecognized glaucoma. 

— Joshua Zuckerman, M.D. 


Surgery of Primary Glaucoma (A cirurgia do glaucoma 
primario). Luiz Eurico Ferreira. Rev. Brasil Cirurg., 
1957, 34: 103. 


THE AUTHOR deals chiefly with primary glaucoma in 
adults and adopts the classification of simple glaucoma 
and closed angle glaucoma. Regarding the surgical 
indications of primary glaucoma, he presents an ex- 
tensive review of the international literature. 

In the section on pathogenesis he discusses the im- 
portance of the chamber angle, showing the part 
played by its closure in the hypertensive crisis and the 
importance of miotics in the treatment of this phenom- 
enon. He quotes Duke-Elder’s opinion at length, but 
he does not accept only the mechanical factor in the 
pathogenesis of glaucoma. The presence of pigment 
in the angle and blood in Schlemm’s canal are not 
pathognomonic findings. Continuing the study of the 
pathogenesis of this disease, he places great emphasis 
on the theories regarding the origin of the aqueous 
and mentions Friedenwald’s work on the formation of 
bicarbonate of soda at the expense of carbonic 
anhydrase found in the hematocytes. He then studies 
the drainage of the aqueous, referring to the works of 
Ashton, Duke-Elder, Frangois, Goldmann, ‘Theobald, 
and others. 

He then discusses ophthalmotonus and refers to 
the part played by hyaluronidase as a reducer of 
resistance to the outflow of aqueous. He mentions in 
detail all the bibliography on tonography, recognizes 
the semeiotic value of Goldmann’s fluorometric test, 
and refers to the provocative tests for hypertension. 

When discussing the clinical factors in the genesis of 
glaucoma he mentions the neurogenic, the psychoso- 
matic, the neurovegetative, the endocrine and others 
as yet unknown which depend upon the control of the 
thalamus or the hypothalamus; he then considers the 
senile alterations, emphasizing generalized arterio- 
sclerosis. He refers to the part played by the latter 
disease in certain types of glaucoma without hyper- 
tension as well as in the damage caused to the optic 
nerve and retina (macular sclerosis) which interferes 
so much with the vision of glaucomatous patients who 
have been operated upon or treated and who have 
normal levels of ocular tension. 

Knowing that the effect of the hypotensive drugs 
and surgery contributes to the interpretation of the 
genesis of glaucoma, the author studies the mechanism 
of the action of the principal drugs used in relation 
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to the production of aqueous, resistance to its outflow, 
capillary pressure, and the blood pressure in the epi- 
scleral veins. 

He discusses the importance of the campimetric 
defects, atrophy of the optic nerve found in glauco- 
matous eyes, and arteriosclerosis which is very often 
found together with the hypertension. 

In concluding his study of the pathogenic causes of 
primary glaucoma he mentions the neurovascular 
theory sponsored by Magitot, which is upheld by 
statistics that show an association of glaucoma with 
hypophysial, thalamic, and hypothalamic disturb- 
ances; the psychopathic field as reported in Valente 
and Hartmann’s works, and, finally, the rarity of 
normal electroencephalograms from glaucomatous 
patients. 

Upon studying the indications for surgery in 
primary glaucoma he refers to Abreu Fialho who be- 
lieves that surgery is not the tdeal solution but that it is 
mandatory in a large number of patients. He deplores the 
fact that the vagueness of the symptoms of simple 
glaucoma at the beginning make the patient lose 
valuable time before he seeks an ophthalmologist, very 
often with one eye already in an incurable condition. 

When dealing with the choice of surgical technique 
he divides the latter into two groups: one that decreases 
the resistance to outflow of the aqueous (iridectomy 
and fistulizing operations), and the other that de- 
creases the formation of aqueous (ciliary and retro- 
ciliary diathermy, cycloelectrolysis, and cyclodialy- 
sis). If surgery is mandatory for acute glaucoma with 
a closed angle the choice of the technique generally 
lies within the field of personal preference of the 
surgeon. 

In the section dealing with surgical techniques he 
clearly describes the principal operations for primary 
glaucoma in the adult, illustrating these with 13 
figures in the text. — Durval Prado, M.D. 


The Scleral Buckling Procedures; Surgical Tech- 
niques and Management. C. L. Scueprns, I. D. 
Oxamura, and R. J. Brockuurst. Arch. Ophth., Chic., 
1957, 200 797. 


IN THE SCLERAL BUCKLING PROCEDURES, the diathermy 
treated choroid is pushed toward the detached retina 
in an effort to overcome the effect of the traction of 
vitreous bands on the retina. The presence of such 
bands is the most frequent cause for operative failure 
in retinopexy and may cause the detachment to recur 
despite adequate sealing off of the retinal tear with 
diathermy. 

Four methods of scleral buckling are discussed. In 
all of them, the scleral buckle is placed either over the 
retinal break or posterior to it, the buckled area of the 
sclera only is treated with diathermy although occa- 
sionally diathermy is applied from each end of the 
scleral infolding to the ora serrata. A lamellar scleral 
resection is performed to permit the use of very light 
diathermy, and polyethylene tubing is incorporated 
in the sclera to create a higher and more durable 
buckle. 

Postoperative care is discussed in detail. Since the 
presence of a large amount of subretinal fluid is de- 
sirable at the time of operation, preoperative bed rest 
is not necessary unless the retina adjacent to the macula 
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is detached or unless vitreous hemorrhage obscures 
the fundus. 

At the present time, the scleral buckling procedure 
with circling polyethylene tubing is preferred. A 
scleral lamellar resection is done either over the reti- 
nal tear or posterior to it. One-half to three-fourths of 
the circumference of the globe is usually resected. The 
ends of the resected area are not tapered. Light non- 
penetrating diathermy is applied to the thinned sclera. 
One or two No. 0000 silk mattress sutures are placed 
across each quadrant of the resected area. One quad- 
rant is treated at a time and the sutures pulled up but 
not tied. When the entire length of the buckle is com- 
pleted, the mattress sutures are loosened and a circling 
tube with a black silk suture in the lumen is passed 
beneath them. The remaining scleral fibers in the 
resected area are incised in the region where the sub- 
retinal fluid is most abundant and the choroid per- 
forated with a small needle electrode to allow the 
fluid to escape. As the globe softens, the mattress 
sutures are tied. If the eye is very soft after the mat- 
tress sutures are tied, the circling tube is shortened. 
The retinal breaks should be on the buckle. In those 
cases in which some of the retinal breaks are anterior 
to the buckle, two or three rows of partially pene- 
trating diathermy are applied from each end of the 
buckle to the ora serrata. The muscles are reattached 
about 2 mm. posterior to their previous insertions. 
This operation is used routinely if sufficient subretinal 
fluid is available. 

If there is insufficient subretinal fluid for use of a 
complete circling tube, or if the retinal break cannot 
be easily reached with a circling tube, a partial poly- 
ethylene tube is used. The length of the polyethylene 
tube varies from 5 mm. to three-quarters of the cir- 
cumference of the globe. Diathermy is generally ap- 
plied from each end of the buckle to the ora serrata. 

Scleral buckling without excision of sclera is used 
when perforation of the choroid releases an unex- 
pectedly large amount of subretinal fluid without flat- 
tening of the retina against the choroid or when the 
break is in the macula. After the sclera beneath the 
retinal tear is treated with diathermy, the subretinal 
fluid is allowed to escape. A short tube of fairly large 
diameter is placed over the area and sutured to the 
sclera with one or two mattress sutures. If the retinal 
break is large, a double row of partially penetrating 
diathermy is applied from each end of the buckle to 
the ora serrata. 

Scleral buckling with a trap-door flap in the sclera 
is used if there is a minimal amount of detachment, 
or if there is a single retinal break which is of fairly 
small size and is posteriorly situated. This procedure 
may be repeated over widely separated retinal breaks. 
A scleral flap is prepared as if for a resection but the 
anterior or posterior incision is omitted, retaining a 
flap of sclera attached to the globe. The area from 
which the scleral flap is prepared is treated with sur- 
face diathermy, a polyethylene tubing is placed be- 
neath the flap and sutured, and the cut edges of the 
sclera are reapproximated. A diathermy connection 
is often made from each end of the buckle to the pars 
plana. 

Postoperative care is discussed. If examination of 
the fundus on the first postoperative day shows that 
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the breaks are anterior to or on the buckle, the patient 
is allowed to have the other eye open and is allowed 
out of bed. Bed rest with both eyes covered may be 
necessary for several days in those cases in which the 
break is not anterior to the buckle or is not in contact 
with the buckle. The patient is discharged from the 
hospital on the fifth to seventh postoperative day. 
Pinhole glasses are not used at any time. Patients with 
sedentary vocations return to work 3 to 6 weeks post- 
operatively and those doing heavy manual labor from 
8 to 12 weeks. : 

The authors consider the scleral buckling proce- 
dures the most efficient operations for retinal detach- 
ment and the percentage of reattachments is much 
higher than with any other type of surgery. Shortening 
of the period of hospitalization has reduced the com- 
plications incident to prolonged bedrest. Reoperation 
is much easier. There is less destruction of retina and 
choroid although more scleral tissue is destroyed. 

—J. Jack Stokes, M.D. 


NECK 


The Etiology of Papilloma of the Larynx. Jo Ono, 
Hipeo Sarro, Makoto IcaArRAsu1, and Makoto Iro. 
Ann. Otol. Rhinol., 1957, 66: 1119. 


As Is TRUE of tumors in general, papilloma of the 
larynx is conditioned by various factors rather than 
directly caused by them. The formula of “intrinsic 
factors plus extrinsic factors equals neoplasm’? may 
be regarded as applicable to the etiology of laryngeal 
papilloma. 

Clinical and experimental observations point to the 
fact that virus is most likely a major causative agent. 

A brief report is made on the attempt to elucidate 
the etiologic agents by experimental study of chick 
embryo, tissue cultures, and animal and human 
inoculations of papilloma tissues. 

In the light of certain characteristics of papilloma 
virus in animals, some factors likely to be responsible 
for the difficulty in isolating the causal agent of 
human laryngeal papilloma are discussed. 

— Benjamin Goldman, M.D. 


Telecobalt Therapy in Laryngeal Tumors (Possibilita 
della telecobaltoterapia nei tumori del laringe). S. p1 
Gaeta. Riforma med., 1957, 71: 1400. 


THE LITERATURE on the subject is reviewed and the 
technical and biological advantages of telecobalt ther- 
apy are described. The 5 year cure rate, however, is 
not much better than with conventional roentgen 
therapy. 

At the present time the author believes that the best 
results are obtained by combining roentgen ther- 
apy with laryngectomy. The explanation for this lies 
in the peculiar anatomical conformation of the neck 
and the position of the larynx in the neck. The near- 
ness of the larynx to the skin allows for the facile 
application of the same dosage of radiation with con- 
ventional roentgen therapy. 

The author, however, does not desire to under- 
evaluate the importance of telecobalt therapy. The 
ability to use high dosage with minimal damage to the 
skin and adjacent tissue has its advantages. It can be 
used in patients who have extensive involvement and 
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Fic. 1 (Sicard, Chatain). Following section of the an- 
terior scalenus muscle, which should be done rather 
high up, the two extremities of the muscle retract. This 
exposes the subclavian artery which is found to be 
drawn upward and acutely angulated by a fibrous ex- 
pansion with its medial end prolonged toward the pleu- 
ral apical dome. 


also in patients who show recurrence after having had 
conventional roentgen therapy and/or surgery. In this 
manner the life expectancy of the patients can be ex- 
tended for as much as one year. Telecobalt therapy 
and other modern methods must be used in order 
that progress in the technique and science of roentgen 
therapy may continue. 
—Lucian J. Fronduti, M.D. 


Cervical Ribs, with Reference to 23 Operative Cases 
(Cétes cervicales; a propos de 23 cas opérés). ANDRE 
Sicarp and Yves Cuatain. 7. chir., Par., 1957, 74: 459. 


In 5 oF 23 patients with cervical ribs a simple resection 
of the supernumerary rib was done. The results were 
good in 1 (20 per cent), moderately good in 2 (40 per 
cent), and poor in 2 (40 per cent). In an additional 6 
patients a simple scalenotomy was carried out. The 
results were only moderately good, that is, there was 
a partial amelioration of the symptoms in 2 (33 per 
cent) and poor results in 4 (67 per cent). In 8 of the 
23 patients a scalenotomy with resection of the peri- 
vascular fibrous fasciculus (which is frequently found 
fixing the nerve trunks and subclavian artery to the 
cervical rib and thus producing a marked kinking 
of the artery) was done. This condition seems to ac- 
company the general cervical rib syndrome as well as 
perivascular sympathectomy of the subclavian artery 
itself. The results were good in 6 cases (75 per cent) 
and moderately good in 2 (25 per cent). In the re- 
maining 4 of the 23 patients the operative technique 
carried out consisted of scalenotomy, resection of 
the fibrous fasciculus, perivascular sympathectomy of 
the subclavian artery, and resection of the supernu- 
merary rib. 





Fic. 2. Resection of the fibrous expansion and ligation 
of the costocervical and transverse arteries of the neck per- 
mit lowering of the subclavian artery to its normal 
position. 


The figures given may seem discouraging; however, 
their somber purport is lightened by the fact that in 
the last 12 patients, for whom the authors have as- 
sumed a more eclectic attitude in the placing of opera- 
tive indications, good results were obtained in 9 (75 
per cent) and moderately good results in 3 (25 per 
cent); there were no failures. 

This eclectic attitude in the placing of surgical indi- 
cations, to which the authors ascribe their recent good 
results, arose from their recognition of the fact that 
these patients could be classified into 2 general groups: 
those with symptoms suggesting in the main a vascular 
syndrome without pressure symptoms from the cervi- 
cal rib (the rib was never long in these instances and 
was frequently not present, being represented merely 
by a hypertrophy of the transverse cervical process), 
and a second group comprised of the so-called ner- 
vous cervical rib syndrome in which the rib was al- 
ways present and generally quite long. 

In the first group mentioned the authors have 
been doing the scalenotomy (Fig. 1) with removal of 
the fibrous fasciculus described (Fig. 2). In these cases 
the periarterial sympathectomy was added because of 
the insistence of Leriche on the necessity of this tech- 
nique for these conditions. 

In the second group, that is, in the patients with 
symptoms suggesting nerve pressure (motor and 
trophic disturbances of the upper extremities), the 
eclectic procedures described for the first group were 
carried out, but there was added a total or, more gen- 
erally, a partial resection of the cervical rib. 

The authors regard scalenotomy as a useful tech- 
nique as it provides an excellent anterior exposure of 
the operative field and apparently has no unpleasant 
sequelae; however, they think that in most cases it 
will, in itself, produce insufficient results. 

—John W. Brennan, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL NERVES 


The Arnold-Chiari Deformity; Clinical Notes and 
the Syndrome Problem (Die Arnold-Chiari-Defor- 
mitaet; Hinweise zur Klinik und Problematik des 
Syndroms). H. J. Serrtinc and K. H. Parnitzke. 
Langenbecks Arch. u. Deut. Kschr. Chir., 1957, 286: 155. 


NINE CASE HISTORIES are reported. All of the patients 
were children, ranging in age from 5 years to a few 
days. Of the remaining 6 children, 3 were proved at 
operation (suboccipital craniectomy and cervical lam- 
inectomy, Fig. 1) to have the Arnold-Chiari deformity, 
that is, a condition wherein the cerebellar tonsils pro- 
trude through the foramen magnum into the spinal 
canal, usually as far as the second transverse cervical 
vertebral arch. 

In 2 of the 3 patients operated upon, the results 
were quite good. One patient was a 4 year old girl, 
one of a pair of uniovular twin sisters, who was suf- 
fering from acute symptoms of increased intracranial 
pressure of predominantly cerebellar character. The 
other twin and another sister, 9 years old, were en- 
tirely normal except for a small niche in the posterior 
arch of the atlas. Ophthalmologic examination of the 
first twin disclosed marked choked disc, more marked 
on the right side. Roentgenologic study showed hydro- 
cephalus, a moderate grade of basilar depression, and 
an elevated position of the dens. 

Following occipitocervical decompression there was 
a regression of the cerebellar pressure symptoms, of 
the congestive papillary picture (choked disc), and 
of the hydrocephalus previously observed. 

The other good result occurred in a 3 year old 
male whose only clinical manifestations were crossed 
eyes and a hydrocephalic conformation of the skull. 
However, further examination disclosed a slowly pro- 
gressive congestive process in the eye grounds with 
hydrocephalic dilatation of the intracerebral ventric- 
ular system, a markedly elongated, flattened, and 
steeply coursing fourth ventricle, and a concomitant 
sharply angling and steeply downward coursing 
aqueduct. 

Following the decompression operation the patient 
was observed for more than a year. No further evi- 
dence of the aforementioned irritative manifestations 
was noted and the electroencephalographic findings 
showed improvement of the condition. 

The remaining patient of the 3 operated upon died 
during operation from respiratory paralysis resulting 
from a kinking of the tracheal catheter. The autopsy 
findings substantiated the clinical diagnosis of Arnold- 
Chiari deformity: the cerebellar tonsils protruded 
downward into the spinal canal as far as the transverse 
arch of the second cervical vertebra. The posterior 
cranial fossa was widened and deepened, and there 
was evidence of extensive cerebral edema. The only 
other abnormality was a split uvula. 

In 2 of the 3 remaining patients the diagnosis of 
Arnold-Chiari deformity was made clinically and 
roentgenologically; however, operation was refused. 
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Fic. 13 (Serfling, Parnitzke). Schema of operation in 
the Arnold-Chiari deformity. Occipitocervical decom- 
pression. 


The third patient died and the Arnold-Chiari de- 
formity was found during autopsy examination. 
— John W. Brennan, M.D. 


Coane Therapy in Fractures of the Base of the 
Skull (Die otochirurgische Therapie der Schadelba- 
sisfrakturen). A. G6rze. Helvet. chir. acta, 1957, 24: 244. 


FOLLOWING comments on the increasing incidence of 
fractures of the base of the skull and their high mor- 
tality rate it is explained that otologic service is needed 
in those cases in which such fractures create a path 
between the cranial cavity and the outside through 
the aural cavities. The injuries of greatest danger to 
the petrous bone are those involving the skull back of 
the mastoid process. The bony capsule of the ear is 
injured in at least 50 per cent of the fractures of the 
base of the skull. The two typical fracture lines are 
pyramidolongitudinal and pyramidotransverse. 
Otosurgical treatment of fractures of the base of the 
skull has been practiced at the Rochus Hospital of 
Budapest since 1937. During the past 10 years, 48 
patients with fracture of the petrous pyramid due to 
violent blunt impact were admitted, and of these 
operation was performed on 21. All were completely 
cured with the exception of one patient who died from 
serious brain damage the second day following admis- 
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sion. The indications for operation include: (1) oto- 
genic, intracranial, or inner ear complications or their 
suspected presence; (2) mastoiditis developing follow- 
ing the fracture; (3) partial fracture of the petrous 
pyramid; (4) violent hemorrhage from the ear sug- 
gesting lesions of the sinus or extensive retroauricular 
hematoma; (5) fluid discharge from the ear; and 
(6) prophylactic intervention when the fracture in- 
volves an ear containing pus or when otitis develops 
in the injured ear. Generally typical aural surgery is 
applied but treatment is individualized to fit the case, 
such as antrotomy if the labyrinth is functioning in 
cases of mastoiditis, or in simple lengthwise fracture as 
a prophylactic measure. In partial fracture of the pons 
a conservative radical operation is recommended. The 
classical radical operation is justified only when frac- 
ture is complicated by a chronically suppurating ear 
or when function of the ear is severely damaged. 
Labyrinthectomy is recommended when labyrinthitis, 
labyrinthogenic meningitis, or partial fracture of the 
labyrinth is present. The indicated intervention may 
prevent sequellae of fractures of the skull by eliminat- 
ing retention of pus in the middle or inner ear, and by 
closure of an open fissure with cicatricial and epithelial 
tissue. 

The bony capsule of the ear is injured in at least 50 
per cent of fractures of the base of the skull. Injury to 
the petrous bone involves the greatest danger and its 
prompt recognition has great significance both as re- 
gards treatment and prognosis. Typical fractures of 
the petrous bone in these cases include the pyramido- 
longitudinal fracture and the pyramidotransverse frac- 
ture. The former is most common. Classification of 
these fractures into types has proved clinically and 
prognostically valuable. In longitudinal fractures, the 
drum is usually ruptured and the cavities of the middle 
ear are filled with blood. Lesions of the drum are re- 
garded as an almost sure sign of fracture of the base of 
the skull and the petrous bone, and usually indicate a 
longitudinal or combined fracture. Transverse frac- 
tures of the petrous bone are even more dangerous 
than longitudinal fractures, since they usually pass 
through the inner ear. The drum is usually uninjured 
and the fracture can be demonstrated only with the 
aid of x-rays and careful testing of auditory function. 
Microscopic fractures may occur. The function of the 
inner ear is usually immediately destroyed. Vertigo, 
vomiting, and contralateral or homolateral nystagmus 
may be observed. In longitudinal fractures cochlear 
symptoms predominate, in transverse fractures vestib- 
ular symptoms. In 40 to 50 per cent of transverse frac- 
tures the facial nerve is injured with immediate pa- 
ralysis which is usually lasting. Spinal fluid escaping 
from the ear suggests a combined fracture of the inner 
ear. 

Injuries associated with escape of spinal fluid are 
recognized as being among those fractures of the base 
of the skull that present the greatest danger of menin- 
gitis. Only 30 to 35 per cent of definitely known frac- 
tures of the base of the skull can be diagnosed roent- 
genologically. Otogenic meningitis may develop from 
otitis media that is present before the fracture or from 
infection of blood or spinal fluid escaping into the ear. 
Immediate operation is indicated. In the presence of a 
severe otitis, fever, or pain in the ear, prophylactic 
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operation may be indicated. Meningitis develops 
within 1 to 2 weeks of the injury in most cases, but oc- 
casionally only after months or even many years. 
Such late meningitides are explained by the little 
known deficient ossification of the petrous bone, in 
particular of the bony capsule of the labyrinth. Such 
fissures are often bridged by connective tissue only, and 
when otitis develops, the infection passes through 
these fissures into the brain leading to brain abscess or 
meningitis. Any relation to the accident is usually 
ignored. 

The otologist is now called in for consultation during 
the first few days following a fracture of the skull for 
diagnosis and continued observation and treatment 
of the patient. Early otologic consultation is also fre- 
quently useful in compensation claims linking later 
deafness or otogenous complications with the injury. 
The author describes his indications and techniques 
for intervention in otogenic meningitis or purulent 
labyrinthitis, in posttraumatic mastoiditis, in uncom- 
plicated comminuted fractures of the petrosa, and in 
ruptures of the sinus. When there is escape of spinal 
fluid, the patient is transferred to the otorhinolaryngo- 
logical department since the meningitis may run a 
stormy course in spite of chemotherapy and anti- 
biotics. If a rise in temperature follows cessation of 
escape of spinal fluid, meningitis must be suspected, 
as well as when dermographism increases and there isa 
change in nystagmus. In the future, the author will 
refrain from conservative methods when there is escape 
of spinal fluid, and with the aid of antibiotics, perform 
a conservative radical operation when the labyrinth is 
functioning, or a labyrinthectomy in fractures of the 
inner ear. Prophylactic operation is indicated in any 
case in which the fracture has involved a suppurating 
ear, or when otitis has developed in an injured ear. 
The prophylactic operation for longitudinal fractures 
is thorough antrotomy, for transverse fractures the 
radical operation is done. The author believes that a 
properly indicated operation will prevent not only 
early but also late complications, such as meningitis 
and brain abscess. Even when the fissures of the petrous 
bone are not ossified but bridged only by connective 
tissue, infection of the cranial cavity will not ensue if 
the pus-retaining power of the middle ear or inner ear 
has been excluded and the open fissures have been 
closed by cicatricial and epithelial lining of the cavity 
formed by the operation on the ear. 

— Edith Schanche Moore 


The Supratentorial Tumors of Childhood (Les tu- 
meurs supratentorielles de l’enfant). JEAN E. Paras, 
Rosert Vicouroux, Guy PiGANIioL, and ROBERT 
SEDAN. Neurochirurgie, Par., 1957, 3: 165. 


THE AUTHORS review 44 supratentorial tumors from a 
series of 92 cases of pathologically proved tumors of 
children under the age of 15 years from the hospital of 
Timone in Marseille. This is a very thorough review 
of the symptomatology, physical findings, electro- 
encephalographic tracings, x-rays, and pathological 
nature of the tumor. Increased intracranial pressure 
was the first sign in more than half the cases, most 
often with headache and more rarely with vomiting. 
Almost half of the tumors were found in children 
between 11 and 15 years. This division would seem 
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to be the reverse of that of tumors of the posterior 
fossa of which the authors found approximately half 
in children less than 6 years of age. They noted 18 
gliomas of which there were 5 astrocytomas, 3 glio- 
blastoma multiforme, 4 spongioblastoma unipolare, 2 
nasal gliomas, and a miscellaneous group. Two menin- 
giomas were noted as well as 2 pinealomas. There were 
7 craniopharyngiomas, 2 cholesteatomas, 5 angiomas, 
2 colloid cysts, and 6 hydatid cysts. Twenty-four of the 
tumors were located laterally and 20 in the midline. 
Of the hemispheric tumors, 18 were in the left hemi- 
sphere and only 6 in the right. Five of the tumors were 
frontal, 2 occipital, 1 parietal, 1 temporal, 2 in the 
rolandic area, 2 were frontoparietal, 3 temporoparietal, 
3 parieto-occipital, 2 frontotemporal, 1 temporo- 
occipital, and 2 tumors were noted in the lateral ven- 
tricle. Papilledema was noted in 23 cases but in 12 
cases, the fundus appeared normal. Optic atrophy was 
noted in 9 cases (20 per cent). 
Electroencephalography was of the greatest value in 
distinguishing between the midline and the lateral 
tumor. Radiographic studies were found to be most 
useful in tumors of the region of the sella. The authors 
believe that the surgical results are better in this group 
of cases than in posterior fossa tumors. Follow-up data 
were not available on 4 patients but among the other 
40, 8 died during the first postoperative month, 7 
showed a recurrence of the tumor and died later with 
an average survival time of 3 years, while 25 patients 
are still alive with an average follow-up of 4.5 years. 
It appeared quite evident that the results depended 
both on the nature of the tumor and its localization. 
The authors felt that the results obtained in gliomas 
of the chiasm were relatively favorable and they also 
report that of the patients with craniopharyngioma, 4 
were living, one 4 years, one 5 years, and 2 of them 10 
years after surgery. —WNicholas Wetzel, M.D. 


Subdural Hematoma in Infancy. Laurence F. Levy, 
Tuomas I. Hoen, and Irvine S. Cooper. Centr. Afri- 
can J. M., 1957, 3: 435. 


THE AUTHORS’ discussion impresses the reader with the 
high incidence of subdural hematoma and xantho- 
chromic fluid collections subdurally in infants, nam- 
ing as the main causes trauma (usually birth) and 
meningitis. Hypoprothrombinemia and vitamin K 
deficiency occur in the newborn, especially during the 
first 72 hours of postnatal life, and particularly in the 
premature, in which such fluid collections are of high 
incidence. Trauma early after birth makes hemor- 
rhage therefore of more common occurrence in the 
infant than in the older child. The finding of turbid 
or xanthochromic cerebrospinal fluid in the menin- 
gitic infant, together with other signs of fluid subdu- 
rally, is almost certain to indicate the presence of 
restricting membranes which ultimately become a 
surgical problem. 

The clinical signs of subdural fluid masses in in- 
fants are many. Convulsions, hyperreflexia, vomiting, 
irritability, coma, stupor, tense fontanel, mental re- 
tardation, paralysis, enlarged head, retinal hemor- 
rhage, open sutures, fever, vitreous hemorrhage, and 
prominent scalp veins may all be observed, so that 
the clinical picture is marked by its variability. Fur- 
thermore the condition may be masked by concurrent 
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disease: coryza, otitis, tonsillitis, anemia, pallor, and 
general wasting. Ordinary x-ray study, electroen- 
cephalography and a study of the cerebrospinal fluid 
contents are not particularly helpful, the latter being 
grossly pathologic in its content and appearance, but 
with nothing to prove the exact nature of the intra- 
cranial mass of fluid. Careful subdural tap through 
the lateral wing of the fontanel, or inspection through 
a small burr hole, will more often lead to diagnosis. 

If membranes have not formed and the fluid can be 
drained adequately by either tapping or open drain- 
age through a burr hole, then no further treatment 
may be needed. However, dense, well organized, 
restricting membranes must be removed in any event 
if they have formed, and this of course requires 
craniotomy. 

This article contains a good discussion of the man- 
ner of formation and histologic nature of the mem- 
branes, together with a good bibliography. 

— John Martin, M.D. 


Experimental Studies on the Cooling Irrigation of 
Cerebral Ventricular System. Kenicuir6 Hicasut. 
Arch. jap. Chir., 1957, 26: 624. 


Usinc in all 49 dogs, the author studied the effects of 
irrigation of the ventricular system with both Ringer’s 
and physiological saline solution. ‘The anesthesia used 
was procaine administered locally in the skin incisions 
and a light pentothal basal anesthesia, the irrigations 
not being started until the animals had awakened 
sufficiently to wince when the nostrils were pinched 
by a forceps. Through a Nélaton catheter leading into 
a lateral ventricle and another leading out of the 
cisterna magna (the soft tissue incisions being closed 
water tight), the irrigation fluids were used in three 
temperatures: cold (approximately 10.5 degrees C.); 
body temperature (36 to 39 degrees C.); and hot (43 
to 47 degrees C.). Duration of the irrigation period 
was on the average 8.5 minutes, with the flow at 30 
c.c. per minute. The changes in response to pain, 
corneal reflex, blinking reflex, pupils, pulse, respira- 
tion, blood pressure, rectal temperature, and intra- 
ventricular pressure were recorded. 

With the cold Ringer’s solution the dogs became 
unresponsive to external stimuli after 10 to 30 seconds 
of irrigation, and in the course of irrigation the respi- 
ration became slow to deep, with bradycardia, low 
blood pressure, and an unchanged rectal temperature. 
No convulsions were noted. Within 10 to 30 seconds 
after cessation of irrigations the animals would return 
to their pre-irrigation state of wakefulness, without 
any residual pathologic signs. The irrigations at body 
temperature or with warm solutions did not produce 
the unresponsive state or other changes on the whole, 
but the saline solution caused convulsions, increased 
respiratory and pulse rate, and delay of recovery to a 
responsive level of consciousness, with such additional 
changes as shivering, oculomotor palsy, nystagmus, 
and salivation. — John Martin, M.D. 


Paranasal Transethmoidosphenoidal Hypophysec- 
tomy in Cases of Metastasizing Breast Cancer. F. 
Escuer, F. Rotn, and H. Cottier. Ann. Otol. Rhinol., 
1957, 66: 1009. 

THE AUTHORS report a technique for the resection of a 
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healthy hypophysis, and since June, 1955 it has been 
performed in 21 cases of patients with carcinoma of 
the breast. The steps of the operative technique are 
outlined. 

An incision is made at the left medial canthus 
of the eye; the lateral nasal wall is opened, and an 
extensive cthmoidectomy follows with resection of the 
posterior portion of the nasal septum and opening 
of the sphenoid sinus. Radiologic control for exact 
topographic determination of the sella turcica is re- 
quired, and the method is clearly inapplicable in 
cases of aplasia of the sphenoidal sinus. The frontal 
and basal parts of the sella are resected, and after 
opening the dura mater the protruding hypophysis is 
mobilized and removed with an ethmoid forceps. The 
walls of the sella are curetted, tamponaded, and 
treated with Zenker’s solution. The dural edges are 
invaginated into the empty sella and covered with a 
galea graft. After additional local tamponade the 
wound is closed. The entrance of the dural vessel into 
the cavernous sinus makes essential great care in open- 
ing the dura mater. Occasionally bleeding is profuse, 
and occasionally a massive fall of blood pressure oc- 
curs when there is no visible bleeding. Such severe 
bleeding and shocklike levels in blood pressure affect 
one third of the patients. The authors have not used 
corticoid protection in their patients. 

Postoperative rhinorrhea up to 4 weeks’ duration 
occurred in 5 patients. In 3 of these 5 patients some 
form of irritation of the meninges developed. There 
were no operative fatalities. In the initial 11 patients 
only partial elimination of the hypophysis was accom- 
plished. In the last half of the series of 21 cases a 
“* practically’ complete hypophysectomy was achieved. 
It has been the authors’ experience that the opened 
sella turcica closes itself densely and that the rhinor- 
rhea which does appear clears up always within a 
week’s time. 

There were 15 patients who underwent some form 
of remission and in about half of the total group the 
periods of remission were of 6 months or more dura- 
tion. There was no absolute correlation between total 
elimination of the hypophysis and remission. The two 
most favorable cases were patients aged 63 and 71 
years. Fourteen of the total group of patients with 
severe pain became largely free of pain. The authors 
believe that after “total”? hypophysectomy patients 
can be maintained on 12.5 to 15 mgm. of cortisone 
and 100 mgm. of dessicated thyroid. Two patients 
had temporary unexplainable alterations in person- 
ality about the third postoperative week. 

— W. Eugene Stern, M.D. 


Is Electrocoagulation of the Gasserian Ganglion 
justifiable Today? (Ist die Elektrokoagulation des 
Ganglio Gasseri auch heute noch berechtigt?) V. 
HENSELL. Chirurg, 1957, 28: 544. 


THE IDEAL TREATMENT for relief of pain in trigeminal 
neuralgia remains to be found. Most recent surgical 
advice tends toward more conservative procedures 
with preservation of the entire nerve tract, or as much 
as possible thereof. In 1956, Shelden and his co- 
workers described a new technique—exposure of 
only a portion of the trigeminal root in the middle 
cranial fossa and its subjection to temporary com- 
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pression with a blunt instrument. With this method 
they obtained permanent relief from pain. 

Following this achievement it has been suggested 
that decompression operations do not exert their 
effect by relieving mechanical irritation, but by 
injury to the ganglion and root, which interrupts the 
pain reflex. More time must pass before it can be 
concluded that any of the procedures hitherto men- 
tioned will actually result in permanent relief from 
pain. Some advances have been made also in the 
medical treatment of this condition, but the majority 
of patients eventually have to undergo surgical treat- 
ment. Kirschner first suggested electrocoagulation of 
the gasserian ganglion for this condition, but this 
method fell into disuse as intracranial surgery ad- 
vanced, because of the high incidence of recurrence 
and the danger to the eye connected with it. 

During the past 6 years, the author has used 
Kirschner’s method 229 times in 171 patients. Most 
of them had been suffering for years and had tried 
various treatments. One hundred and twenty of these 
patients were followed-up, and 75 (62.5 per cent) 
revealed that they had remained completely free 
from symptoms for 1 to 6 years, 19 patients (15.8 per 
cent) had occasionally suffered slight attacks of pain 
not severe enough to affect their general condition or 
to require special treatment. In 5 patients (4.1 per 
cent) pain persisted as severe as prior to treatment, 
but no repeat operation was requested. In 21 pa- 
tients (17.5 per cent) recurrence was relieved by 
repeated coagulation and in 9 patients, by intra- 
cranial operation. Kirschner recommended from 1 
to 3, to 1 to 6 coagulations for lasting results. In 
the present series of 171 cases there were no deaths. 
From 1 to 3 coagulations sufficed for permanent relief 
as a rule. In 17 patients with pain persisting after 
electrocoagulation, the procedure was repeated after 
a few days with excellent results. Also late recur- 
rences responded to repeated coagulation. In some 
instances 3 coagulations at intervals of some months 
were needed. Complete failure of the procedure 
necessitated intracranial operation in only 25 cases. 

The most undesirable complication was neuro- 
paralytic keratitis with loss of the eye in many cases 
because the first branch of the trigeminus nerve 
was severed. This should be avoided since in most 
instances only the two lower branches of the nerve 
are affected. By sufficiently lateral insertion of the 
tip of the electrode, the handle being kept in the 
medial position, and by preventing the sound from 
passing too far inward through the foramen ovale, in- 
jury to the first branch can be avoided. Coagulation 
should be carried out only to a depth of 15 mm. above 
the point of entry of the foramen ovale, to approach 
the principal parts of the third root at an angle of 
5 to 10 degrees and the parts of the second and third 
branches at an angle of 15 to 20 degrees. Coagulation 
should be effected only to a depth of 15 mm. on each 
side of the foramen. If the effect is inadequate, the 
coagulation can be repeated 1 or 2 days later when 
the sound is introduced a little farther at the same or a 
corrected angle. Repeated operation is nicely tolerated 
even by older patients with impaired circulation. In 
a few cases with a disturbance of corneal sensibility, a 
penicillin ointment with an hourglass dressing was 
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applied for a short time. In some cases the treatment 
is followed by pain in the ear and temporary dis- 
turbances in hearing; in 3 cases a hematotympanum 
led to permanent loss of hearing. 

Injury to the motor fibers of the trigeminal nerve 
can be avoided by careful procedure. Coagulation 
in vicinity of the motor fibers will produce violent 
muscular contractions as a warning to correct the 
direction of the sound. Weakening of the homolateral 
muscles of mastication is a transitory complication. 
The only serious complication in the present series 
occurred in a patient who seemed stuporous upon 
awakening from narcosis. She displayed complete 
loss of sensation in the region of the coagulated 
trigeminal nerve and a flaccid crossed hemiparesis 
with motor aphasia that retrogressed after several 
weeks. Similar results have been attributed to in- 
volvement of the carotid artery with heating of the 
blood and gas embolism in the homolateral region 
of the brain, or to heating of the vascular wall, to 
vascular spasm, and to cerebral anemia. In the case 
cited an obstruction of the basal vein was suspected, 
which produced local edema with transitory loss of 
function. It is emphasized that only true trigeminal 
neuralgia is an indication for this procedure. Some 
patients complain of loss of sensation in the tongue, 
loss of the sense of taste, or paresthesia while shaving, 
as well as a heavy, thick sensation in the cheek. The 
advantage of the electrocoagulation treatment lies 
in the fact that it is almost without risk, can be re- 
peated if it fails, and can eventually be followed by 
an intracranial operation if indicated. In the latter 
eventuality, it is best to proceed from the posterior 
cranial fossa. — Edith Schanche Moore. 


Clinical Contribution to the Surgical Treatment of 
Trigeminus Neuralgia (Klinischer Beitrag zur chi- 
rurgischen Behandlung der Trigeminusneuralgie). 
W. Fextx. Langenbecks Arch. u. Deut. &schr. Chir., 1957, 
287: 649. 


THE AUTHOR discusses several questions connected 
with surgical treatment of trigeminus neuralgia. He 
tabulates the kind and extent of disturbances of sensi- 
bility after the Frazier operation. This intervention 
consists in severing the lateral two thirds of the retro- 
ganglial root of the fifth nerve. The medial root is left 
intact in order to preserve sensibility of the cornea and 
to prevent neuroparalytic keratitis. 

From 655 surgical interventions for trigeminus neu- 
ralgia the writer selected 100 cases in which Frazier’s 
operation was done. In 56 of these the sensation for 
touch remained intact. Various combinations of hy- 
peresthesia, hypesthesia, hyperalgesia, hypoalgesia, 
anesthesia, and disturbances of temperature percep- 
tion were found in about one half of the cases. 

These findings prove that the postganglionic nerve 
fibers do not strictly correspond to the topographic 
distribution of fibers in the three branches of the fifth 
nerve. Frazier, the initiator of the operation, had 
assumed that the fibers in the posterior root were 
distributed in three bundles strictly corresponding to 
the three branches of the nerve. If that were true, 
severing of the lateral two thirds would always cause 
anesthesia in the maxillary and mandibular nerve 
areas. This, however, is not the case. 
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Fic. 1 (Hensell). Schematic drawing of the gasserian 
ganglion with the electrocoagulation tip in situ. 


Another interesting observation was made in 29 
patients who had an isolated neuralgia of the maxillary 
nerve. Of these patients 17 retained perfectly normal 
sensory perception after the Frazier operation, proving 
that in these cases the sensory fibers that supplied the 
maxillary nerve coursed in the medial third of the 
root. 

The incidence of recurrence after the operation was 
9 per cent in a series of 299 cases. This figure seems 
to indicate that partial retroganglial resection has a 
lower incidence of recurrence than the newer methods 
of decompression of the ganglion and the posterior 
root by resection of the dura and other structures 
which may exert pressure on the nerve. 

The etiology of recurrence is discussed. Dense ad- 
hesions between the dura, the ganglion, and the 
branches of the fifth nerve were not infrequently found 
at the re-intervention which were not present at the 
original operation. These adhesions may cause me- 
chanical irritation. Furthermore, bundles of fibers 
which were not severed at the first operation may cause 
a recurrence of the neuralgia. Histological studies of 
the author revealed that regeneration of severed nerve 
fibers is possible; also this factor may account for the 
recurrence of neuralgia. Finally, studies by other 
writers have shown that fibers from the medial third 
of the posterior root continue to the lateral two thirds, 
i.e. into the maxillary and mandibular nerves. 

— Werner M. Solmitz, M.D. 


Repair of the Facial Nerve in Traumatic Facial 
Palsies; Results of Decompression, Nerve Suture, 
and Nerve Grafting in 127 Cases. KARSTEN KETTEL. 
Arch. Otolar., Chic., 1957, 66: 634. 


THE AUTHOR’Ss study is of particular interest to the 
otologist. The cases reported are divided into three 
groups: (1) postoperative facial palsies, (2) injuries 
secondary to fractures of the temporal bone, and (3) 
injuries as a result of lacerations of the face. 

It is recognized that before good results can be ob- 
tained, two main criteria must be present: (a) regen- 
eration of the muscle must not have taken place as 
shown by strong response to galvanic current, and 
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(b) the site of the lesion must be surgically accessible. 

Three methods are utilized in repair of the nerve. 
Decompression of the nerve in the fallopian canal 
until the site of injury is completely uncovered is the 
first method, and the second is nerve. grafting. Al- 
though some surgeons prefer a “cable graft,” the 
author prefers a single graft and usually employs the 
ilioinguinal nerve. The third method is nerve suture. 
The importance of after treatment, consisting of facial 
splinting, massage, and galvanic therapy, is strongly 
emphasized. 

The postoperative facial palsies are subdivided into 
those following different types of otologic surgery. If a 
complete paralysis is found immediately following 
surgery then reoperation is indicated without delay. 
If paralysis is delayed then reoperation should follow 
approximately 2 months of observation. In 20 patients 
with a severed nerve, grafting was done at various 
intervals from within 1 week to about 2 years. These 
cases all followed simple mastoidectomies. In 15 pa- 
tients good results were obtained. Two patients were 
operated upon 4 and 30 years respectively after injury 
but without success. In 2 cases with partial destruction 
satisfactory results were not obtained but the author 
believes this was due to his error in that a complete 
graft was not used. 

Sixty-one patients with facial palsy following radical 
mastoidectomy were operated upon. In 25 the nerve 
was involved either by a fistula (in the canal or about 
the nerve) or by intraneural and extraneural hema- 
tomas. A variable degree of improvement followed 
surgery. The author is aware that improvement may 
have occurred without surgery, but nevertheless he 
believes that surgery did help in most of the cases. 
The continuity of the nerve was destroyed in 36 cases. 
In only 31 of them, however, has the treatment been 
completed, and 27 obtained clinically satisfactory 
results. Nerve grafting was done in 24 of these cases 
and nerve suturing in 3. 

Labyrinthectomy caused 5 cases of facial paralysis. 
In 2 there was complete interruption of the nerve; 
good results were obtained in one and fair results in 
the other by nerve graft. There was some improve- 


ment in one patient in whom the nerve was contused. 
There were 2 patients in whom the nerve was partially 
damaged, good results were obtained in one and the 
other was made much worse. Four cases following 
fenestration operations were seen. Three of these were 
improved, but one was made worse after surgery. 

There were 5 cases of facial paralysis following 
operations about the parotid gland. Complete failure 
occurred in 4 patients, but it must be admitted that 
they were all very poor candidates. One patient 
operated upon 3 weeks following the initial surgery 
had a satisfactory result. 

Facial paralysis following fractures of the temporal 
bone comprised 16 cases. One of these, however, had 
bilateral facial palsy. In 14, roentgenograms revealed 
a definite fracture through the petrosa of the temporal 
bone. The paralysis was complete in 10. These pa- 
tients were all operated upon at periods varying from 
1.5 to 20 months following the accident. Although in 
the more severe cases some involvement of the bone 
and nerve was seen, in 6 the nerve was grossly intact. 
In no case was the nerve completely severed. Al- 
though the majority of these patients did fairly well 
clinically, it was recognized that “‘in not a single case 
was a complete cure obtained.” The author believes 
that surgery should be performed, either as soon as 
the patient’s clinical condition permits or not later 
than 2 to 3 months following injury. He apparently 
performs surgery even if the patient shows some 
spontaneous improvement despite his realization that 
some patients might continue to improve without 
surgery. 

The author only had one case of primary laceration 
of the nerve but quotes the literature in which there 
is no variance in opinion that this injury should be 
repaired if at all possible. 

In summary the author states that he has performed 
nerve grafting in 78 patients. Of these 78, favorable 
results were obtained in 58. A favorable result is 
indicated when the face appears normal at rest. A 
majority of the patients could screw up their eye on 
smiling and others had variable voluntary facial 
inovements. — Jack I. Woolf, M.D. 
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CHEST WALL AND BREAST 


The Value of X-Ray Examination of the Breast (Ueber 
den Wert der roentgenologischen Mammadiagnostik ). 
R. Dourmann and R. Lasuscu. Chirurg, 1958, 29: 3. 


RELYING solely on changes of structure and density 
and without using any contrast media the authors 
attempted to evaluate x-ray diagnosis of the breast. 
It has been reported that x-ray findings coincide in 
85 to 95 per cent of cases with the histologic findings. 

In 136 patients x-ray findings coincided with the 
histologic diagnosis. Of the remaining 21 patients 
(13.4 per cent) 8 were reported to have a malignant 
condition and the others a benign growth as demon- 
strated by roentgenography. Microscopic examination 
of the tumors, however, revealed exactly the opposite. 
Thus 11.1 per cent of 117 carcinomas were not recog- 
nized and 20 per cent of the 40 benign tumors in this 
series were diagnosed either as definite or suspicious 
malignant tumors. Furthermore, 5 patients with 
Paget’s disease of the nipple, 2 of whom showed 
suspicious changes in the gland proper, and 4 male 
patients were not considered in this series. 

The prognosis in cancer of the breast depends on 
early recognition. X-ray diagnosis provides a valuable 
auxiliary method. However, the recently proposed 
idea of mass x-ray examination of the breast leaves 
much to be desired. The large percentage of mistaken 
diagnoses in benign tumors (20 per cent in this series) 
sounds a warning against preoperative irradiation of 
the tumor without prior histologic confirmation. 

—Sidney Smedresman, M.D. 


The Treatment of Cancer of the Breast; the Carman 
Lecture. L. HENRY GARLAND. Radiology, 1958, 70:159. 


IN DELIVERING the Carman Lecture before the Radio- 
logical Society of North America, the author sum- 
marized the current statistical data, pathological and 
biological considerations of breast cancer and dis- 
cussed the various treatment programs recommended 
for this disease. 

The end results of treatment depend upon “the 
stage and type of disease present, the age of the 
patient and, to a lesser extent, the type of treatment 
itself.” The author reviews the results of treatment 
and believes that the McWhirter technique (simple 
mastectomy followed by intensive postoperative 
radiotherapy) can be applied to a larger proportion 
of patients with breast cancer, carries with it a lower 
morbidity rate, and provides generally better func- 
tional results than does radical mastectomy. The one 
group of patients in whom the author admits to some 
“valid therapeutic contention’? consists of those 
women with removable axillary nodes as the only 
area of extramammary spread. However, “the evi- 
dence now appears to indicate that radical axillary 
radiotherapy is as effective as axillary dissection in 
this group.” 

The author’s personal experience with this tech- 
nique consists of 62 patients with primary carcinoma 


of the breast who were treated by vigorous radio- 
therapy following simple mastectomy. However, 
only 25 of this group were treated as a part of an 
investigation of the McWhirter technique. The author 
concludes that the conservative treatment of breast 
cancer permits a slightly higher survival rate than 
the conventional Halsted type of radical mastectomy. 
— Edward F. Lewison, M.D. 


Estrogens in Large Doses as a Test for the Detection 
of Bone Metastases from Carcinoma of the Breast 
(Valore dell’impiego di estrogeni a dosi elevate come 
test rivelatore di metastasi ossee da carcinoma mam- 
mario). M. Barri, L. Crarpacuint, A. Loasses, and 
P. G. PALEANI-VETTORI. Tumori, Milano, 1957, 43: 
484. 


IT Is WELL KNOWN that early skeletal metastases from 
carcinoma of various glands are roentgenologically 
undetectable because of their small size. 

In this article estradiol administration in high dosage 
is proposed for the detection of early skeletal metastases 
from carcinoma of the breast. 

The test, performed at the Institute of Radiology of 
the University of Rome, Italy, was conducted as 
follows: After 4 days of low calcium diet, the patient 
was given 200 mgm. of estradiol di-propionate intra- 
muscularly for 3 consecutive days. Blood calcium, pH, 
and urine calcium were determined daily for the fol- 
lowing 10 days. The test was considered positive when 
high levels of blood calcium and an increased excre- 
tion of calcium in the urine were encountered. 

In the authors’ own statistics the test proved to be 
accurate in 100 per cent of the cases. 

—R. Benvenuto, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Stenosis of Trachea and Main Bronchi During Expi- 
ration from a Flaccid Pars Membranacea; Opera- 
tive Correction with Bone Graft (Exspiratorische 
Stenose der Trachea und der grossen Bronchien durch 
die erschlaffte Pars membranacea. Operative Korrek- 
tur durch Spanplastik). H. Herzoc. Thoraxchirurgie, 
1958, 5: 281. 


Cuances in the caliber of the bronchial lumen during 
respiration (widening during inspiration, narrowing 
during expiration) occur passively under the influence 
of the thoracobronchial pressure differences. The ex- 
tent of the changes in caliber depends upon the change 
in endothoracic pressure and the degree of stability of 
the bronchial wall. The greater the changes in pressure 
and the less the firmness of the bronchial wall the more 
extensive the changes in the size of the caliber of the 
tracheobronchial tree. Pathologic relaxation of the 
pars membranacea of the trachea and major bronchi, 
as in chronic asthmatic bronchitis with increased intra- 
thoracic pressure during expiration, exemplifies a con- 
dition in which both factors work together, resulting in 
a severe, life-threatening dyspnea. The intrathoracic 
pressure during normal inspiration is —6 to —8 cm. 
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of water, during expiration —2 to —4 cm. of water, 
and in between inspiration and expiration —5 cm. of 
water. On deep inspiration with the aid of the auxiliary 
muscles the pressure can range from —40 to —80 mm. 
Hg; during coughing the pressure can rise as much as 
+140 mm. Hg. 

In healthy individuals with a normal stability of the 
tracheobronchial walls only minimal changes in the 
size of the caliber of the lumen can be observed during 
normal respiration on endoscopic and radiologic exam- 
ination. However, during forced breathing and during 
coughing these changes become more pronounced. 
At the acme of the cough the caliber is only one-sixth 
of that during inspiration. In the smaller bronchi a 
concentric narrowing is observed; in the larger ones 
by invagination of the pars membranacea and approx- 
imation of the side walls of the cartilagenous rings, the 
narrowing is slitlike. The forced expiration and the 
narrowing of the tracheobronchial tree result in an 
increase in velocity of the expired air. 

During normal expiration the air velocity is ap- 
proximately 0.6 m./second with an expired volume of 
1 liter/second.; during forced expiration the volume is 
7 liters/second. If the tracheobronchial tree were rigid 
the air velocity would be approximately 50 m./sec- 
ond; however with the concomitant decrease in caliber 
the velocity may range from 200 to 300 m./second, 
thereby approaching the speed of sound. The sig- 
nificance of this mechanism becomes apparent when it 
is realized that the kinetic energy of an airstream in- 
creases with the square of its velocity. 


Changes in intrathoracic pressure, however, are not 


alone responsible for the changes in caliber because 
during surgery with open hemithorax, expiratory in- 
vagination of the pars membranacea of the main 
bronchi can be observed although changes in intra- 
thoracic pressure are then not in existence. 

In pathologic conditions such as bronchial asthma 
and asthmatic bronchitis the intrathoracic pressure 
may rise considerably without an increase in ven- 
tilatory exchange. A substantial narrowing of the 
bronchiolar caliber may occur without rise in air 
velocity. 

Individuals with relaxation of the membranous por- 
tion remain symptom-free as long as the bronchioles 
are not involved. Severe forms of expiratory dyspnea 
were seen in those individuals with bronchiolar involve- 
ment in conjunction with flaccid pars membranacea. 

After a brief discussion on the architecture of the 
tracheobronchial wall the membranous portion is de- 
scribed in full detail. It appears that this membrane 
derives its strength from a submucous layer of longi- 
tudinal fibers. This layer is attached cranially at the 
base of the skull, extending caudally as far as the 
diaphragm. 

Two types of lesions involving the integrity of the 
tracheobronchial wall are recognized, namely, the one 
involving the cartilage (tracheomalacia) and degenera- 
tion of the longitudinal Jayer of elastic fibers of the 
pars membranacea. In the latter state the tracheo- 
bronchial rings are secondarily involved and show 
flattening and increase in distance between their pos- 
terior ends. 

Severe kyphosis results in relaxation of the mem- 
branous portion because the distance between the fixa- 
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tion points of the long fibers is decreased. In the non- 
kyphotic individual the condition is mainly seen in 
men over the age of 50 who are performing heavy la- 
bor. The past history usually reveals recurrent epi- 
sodes of bronchitis, asthmatic in character with sub- 
sequent development of more or less extensive 
emphysema. In spite of adequate therapy the bron- 
chitic condition recurs more frequently and lasts longer 
with advancing age. Severe attacks of expiratory 
dyspnea are often associated with an uncontrollable 
cough reflex with attacks of asphyxia, provoked by 
coughing or strenuous exercise. In contrast to an 
asthma attack no wheezing is heard on auscultation 
but a loud expiratory stridor is usually present as in 
compression or obstruction of the trachea from a tu- 
mor. At times the patient complains of a sensation of 
strangulation and of a foreign body in the jugulum. 
Also dysphagia may be present. The dysphagia prob- 
ably results from the movements of the esophageal 
wall in conjunction with the pars membranacea to 
which it is attached, as the author was able to dem- 
onstrate in his x-ray studies. 

The usual treatment with bronchiolytic agents has 
no effect on the asphyctic attack or results in only 
slight improvement. This result is readily explained 
by the findings during bronchoscopy. In the normal 
individual in the resting state the cross-section of the 
trachea is in the form of three-fourths of a circle with 
only slightly flattened side walls and a flat posterior 
wall with several longitudinal striae which correspond 
with the longitudinal elastic fibers in the submucosa. 
During inspiration the side walls move slightly out- 
ward with a slight posterior bulge of the pars mem- 
branacea; during expiration the opposite changes take 
place. More pronounced changes are observed during 
forced breathing, especially during coughing. 

The pathologic condition is characterized by a lumen 
which invariably is wider in transverse diameter be- 
cause of flattening of the tracheal cartilages but nar- 
rower in the sagittal diameter. The posterior wall is 
flat in the resting condition; the longitudinal striae 
are absent. The bronchoscope can push this part of the 
wall out with ease; the cartilages, however, seem to be 
of normal consistency. During inspiration the anterior 
and lateral walls of the trachea remain immobile, the 
membranous portion bulges far posterior; during ex- 
piration the posterior wall invaginates into the lumen, 
reducing its caliber to a crescent-shaped slit. During 
forceful expiration the pars membranacea can reach 
the anterior wall. These changes during respiration 
were recorded roentgenocinematographically (60 ex- 
posures/sec.) with the aid of an image amplifier and 
the recordings were used to differentiate the condition 
from bronchial asthma. Moreover, a number of func- 
tional tests were used to evaluate the patient, such as 
oxygen capacity, oxygen saturation, spirometry, the 
Tiffeneau test (7. fr. méd. chir. thorac., 1948, 2: 221.), 
and the determination of the endobronchial flow re- 
sistance by simultaneous registration of the intra- 
esophageal pressure and measurement of the force of 
the exchanged air. The author after discussing these 
last two tests finds the first to be less conclusive in the 
differentiation from bronchial asthma than the latter. 

Relaxation of the posterior tracheal and bronchial 
wall poses a mechanical problem. Nissen (Schweiz. 
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med. Wschr., 1954, 84: 217.) has operated on these 
cases, utilizing a bone graft to stabilize the posterior 
wall to prevent it from prolapsing into the lumen. 
After an extensive work-up, 4 patients were operated 
upon with excellent postoperative results, the longest 
follow-up being more than 3 years. 

Since 1952 this condition in its grave form has been 
observed 16 times in 1,500 unselected cases. However, 
it probably occurs more frequently because bron- 
choscopy is seldom done in patients with severe em- 
physema due to dyspnea. 

The etiology of the condition is uncertain. Several 
factors are postulated of which chronic inflammation, 
invariably found on histologic examination by several 
investigators, is the only constant finding. 

— Henry Gans, M.D. 


The Check-Valve Mechanism and the Meaning of 
Emphysema. W. A. Lister. Lancet, Lond., 1958, 1: 66. 


THE CHECK-VALVE TYPE of bronchial obstruction per- 
mits air to be drawn in during inspiration, but blocks 
expiration of the air. If this occurs locally in a small 
air passage or passages, a local cyst or cysts develop. 
The so-called balloon cysts are the result of such a 
mechanism. When the check-valve obstruction is 
present throughout the lung, all the terminal alveoli 
are distended and the condition of emphysema is 
present. 

Emphysema is always a secondary, not a primary 
disease. The exact cause is controversial, but this 
author supports the view that the check-valve ob- 
struction in generalized emphysema is always the re- 
sult of a minor or chronic asthma, in contrast to the 
acute paroxysmal type of asthma. In its early or un- 
complicated phase, the emphysema is mainly func- 
tional. The distension of alveoli is reversible and 
removal of the obstruction results in return of the lung 
tissue to a normal state. When the functional emphy- 
sema is present over a long period and secondary 
factors, such as existence in a polluted atmosphere or 
invasion of infectious processes in the lungs bring 
about permanent structural changes in the distended 
alveoli, an irreversible structural emphysema devel- 
ops. This condition accounts for the poor response to 
treatment in the elderly patient who has suffered from 
bronchitis or another inflammatory process for a 
prolonged period. —Stanley W. Tuell, M.D. 


The Solitary Circumscribed Pulmonary Nodule. C. 
A. Goop and T. W. Witson. 7. Am. M. Ass., 1958, 
166: 210. 


In A REVIEW of 705 cases of solitary circumscribed 
pulmonary mass encountered at the Mayo Clinic in a 
3.5 year period the following data were disclosed. 
One hundred eighty-four nodules were removed 
surgically, and 52 per cent of these were found to be 
malignant. Two hundred ninety-four nodules were 
calcified. Sixteen were removed, all of which were 
benign. Although no follow-up was attempted in the 
remaining 278 cases, none of these nodules are known 
to have been malignant. One hundred three nodules 
were found in patients with known extrapulmonary 
malignant neoplasms. Twenty-three of these were 
removed surgically, all of which were shown to be 
metastatic. Information concerning 68 of the remain- 
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ing 80 patients is available and indicates that in 63 
cases the mass was metastatic while in 5 it probably 
was not. 

Thirty-seven nodules were known to have been 
stable for 2 years or more. Two were removed, one 
of which probably was malignant. No information is 
available concerning the other 35. One hundred 
twenty-eight nodules were not included in the fore- 
going groups. Nineteen of these were known to be 
malignant on the basis of clinical evidence, while 2 
were thought to be benign on the basis of positive 
cultures for Mycobacterium tuberculosis and Coccid- 
ioides immitis. Twenty-three patients declined sur- 
gical treatment. In 26 cases such treatment was not 
recommended because of the age of the patient or 
because of coexisting disease of a serious nature. The 
advice given the remaining 58 patients did not in- 
clude exploratory thoracotomy. At the time the com- 
plete paper was written no follow-up information was 
available. 


Treatment of Cancer of the Lung by Interstitial Im- 
plantation. Evcene E. Cutrrron, Utricu K. 
HENscHKE, and Henry H. Sersy. Cancer, 1958, 11: 9. 


THE AUTHORS note that in reviewing four large series, 
a total of 900 nonresectable lesions were found at 
thoracotomy in a group of 2,075 patients with cancer 
of the lung. The survival time for patients with non- 
resectable lung cancer is usually short, Bishop having 
reported a series of patients surviving 5.5 months on an 
average after treatment with nitrogen mustard and/or 
deep roentgen therapy. 

Thoracotomy offers an opportunity to treat the 
lung cancer by interstitial implantation with radio- 
active material, delivering a higher tumor dose with 
less damage to normal tissue. In the past, this method 
has rarely been used in cancer of the lung because of 
the problems involved in keeping an adequate supply 
of radon seeds at hand for use at the time of thor- 
acotomy. Suitable radioactive isotopes are now 
available for interstitial implantation in the form of 
radioactive gold and radioactive iridium. These 
materials have been used in most cases of interstitial 
implantation for lung cancer at the Memorial Center 
for Cancer and Allied Diseases, New York City, since 
January, 1957. 

The authors reviewed the cases of interstitial im- 
plantation for lung cancer at the Memorial Center 
during the years 1941 to 1955. There were 140 pa- 
tients who received implants at thoracotomy in this 
series. Eleven of these patients had tumors other than 
primary bronchogenic carcinoma, 6 being metastatic 
cancer. The average survival was more than 18 
months in these 11 patients. 

Of the 129 patients with bronchogenic carcinoma, 
21 (16 per cent) had a resection in addition to radon 
seed implantation. Nine of these had pneumonectomy 
with an operative mortality of 44 per cent. The 5 
surviving patients lived an average of 4.7 months. The 
12 patients who had limited resections combined with 
interstitial implantation did much better. There was 
an operative mortality of 25 per cent but an average 
survival of 17.4 months. 

There were 108 patients with primary bronchogenic 
carcinoma whose lesions were found to be nonre- 
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sectable at thoracotomy and in whom implantation 
therapy alone was carried out. Only 5 deaths occurred 
postoperatively (4.6 per cent) which was a slightly 
higher percentage than that for patients who had 
only an exploratory thoracotomy. The average 
survival was 10.3 months. Unfortunately no histologi- 
cal classification of the tumors was established but the 
poorest results were obtained in patients with ana- 
plastic carcinoma (oat cell). The adenocarcinoma 
group showed the best results, the average survival 
being 11.5 months. By subgrouping it was found that 
there were differences in survival depending on the 
type of tumor treated, but that the differences were 
slight. 

A subdivision according to location of the tumor 
was also of interest and showed surprisingly good 
results to be the rule when patients with superior 
sulcus tumors were treated by implantation at the 
time of thoracotomy. Until recently these tumors were 
considered to be invariably fatal and little amenable 
to palliation. Of the 5 patients with superior sulcus 
tumors treated by implantation without resection, no 
deaths occurred and the average survival was 27.8 
months. 

The evaluation of survival time along with tumor 
dose could not be accurately calculated in this series. 
The one fact that did emerge from the attempted 
calculation was that high doses of 10,000 to 25,000 
roentgens are tolerated without late complications. 
The lung fibrosis that results from this dose apparently 
is too localized to cause late symptoms. 

—David E. Hallstrand, M.D. 


Surgical Treatment of Carcinoma of the Lung; 
Evaluation of 699 Cases From 1933 Through 1956. 
WiiuraM F. Rienuorr, JR., JosepH D. B. Kine, and 
Georce W. Dana, Jr. 7. Am. M. Ass., 1958, 166: 228. 


THE AUTHORS have analyzed the data from a series of 
699 private patients operated upon by the senior 
author from 1933 to 1956 in an attempt to determine 
the value of the surgical treatment of carcinoma of 
the lung and the factors favoring prognosis. Twenty- 
nine per cent of the patients were subjected to total 
pneumonectomy and 6.6 per cent to lobectomy; 64.4 
per cent were found to be-incurable and their lesions 
not resectable at operation. Of 150 patients who were 
subjected to resection and who died after discharge 
from the hospital, 132 were dead in 2 years and are 
considered to have succumbed to their cancer. Those 
10 patients who died from 5 to 15 years later probably 
died of intercurrent, unrelated causes. Following total 
pneumonectomy, of those available to follow-up, 26 
or 14.8 per cent of those who had resection are now 
alive and 10, although dead, survived more than 5 
years and were probably cured of their original 
disease. Of those patients who were subjected to 
lobectomy and available to follow-up, half are still 
alive. The total 5 year survival of all patients with 
lung cancer who were subjected to total pneumo- 
nectomy is 7.5 per cent; of those subjected to lobec- 
tomy, 1.07 per cent; and the total 5 year survival of 
all 699 cases is 0.04 per cent. The operative mortality 
for the entire series was 22 per cent in the 23 year 
period. In the last decade the operative mortality has 
been less than 10 per cent for all resections. 


The proportion of operable to inoperable cases has 
not changed through the years. Excluding those 
undergoing palliative resections, two-thirds of all pa- 
tients have unresectable and incurable disease. In 
recent years peripheral tumors of an undifferentiated 
source have been seen more frequently. About 55 per 
cent of the operable cases were squamous cell tumors 
and 16 per cent were adenocarcinoma. The undiffer- 
entiated tumors now make up 25 per cent of the 
pulmonary carcinomas and the higher nodes are 
usually involved. 

Regarding curability, age in effect has little sig- 
nificance. The presence or duration of symptoms or 
signs appears not to have the slightest bearing on 
prognosis and this includes silent lesions fortuitously 
discovered in routine chest roentgenograms. Minute- 
ness of the lesion does not necessarily warrant an 
optimistic prognosis. With the exception of the oat- 
cell variety which is almost uniformly fatal, patho- 
logical study of the tumor offers no help in judging 
relative malignancy. Careful dissection of the lymph 
nodes from the bifurcation of the trachea, from under 
the surface of the aorta, as well as along the trachea 
on the same side from which the lung or lobe has been 
removed, is essentially all that can be accomplished 
surgically. Nevertheless, since surgery offers the only 
hope of cure in lung cancer, an aggressive attitude of 
earliest possible operation should be fostered. 

— Sheldon Oscar Burman, M.D. 


Recurrence in Bronchial Carcinoma (Considerazioni 
sulla “‘ricorrenza” dei carcinomi bronchiali), GruL1ANo 
Maaat. Chir. torac., 1957, 10: 331. 


A PATIENT had two bronchogenic carcinomas which 
occurred in a period of 4 years. The patient was a 58 
year old male who had a left posterolateral thora- 
cotomy in 1952, with resection of the left inferior lobe 
of the lung for the removal of a peripheral tumor mass 
measuring 5 cm. in diameter. The patient did well 
postoperatively until 1956 when he had another left 
thoracotomy in which the superior lobe and bronchus 
were removed. The discussion then centers around 
the problem of whether this was a double primary 
carcinoma or a recurrence of the original bronchogenic 
carcinoma. 

In favor of the theory that it was a double primary 
carcinoma are the following facts. The interval be- 
tween operations was 4 years. The first tumor was 
located at the periphery of the lung tissue, and the 
second was parahilar and involved the large bronchi. 
The suture line along the site of resection of the lower 
lobe did not show invasion by the tumor. At the first 
operation no lymph nodes were involved, whereas in 
the second, multiple lymph node invasion was seen. 
Serial dissection of the original tumor mass failed to 
reveal any evidence of extension into the blood vessels 
or in the lymph spaces. 

In favor of the theory that the second lesion was a 
recurrence are the following facts: the histological ap- 
pearance of the two lesions was identical; the lesions 
were located on the same side; the two lesions would 
not occur at the same time. The relative frequency 
with which bronchial carcinoma would produce local 
extension before distant metastases is an important 
factor. 





lens 


ler 


ni 


OD OS ee 





The two aspects of the problem are discussed at 
length and the argument is by no means solved. 
—Roland A. Manfredi, M.D. 


HEART AND PERICARDIUM 


New Method for the Treatment of Acute and Chronic 
Cardiac Ischemia (Su un nuovo metodo di terapia 
chirurgica delle coronaropatie acute e croniche). L. 
_ and V. Batpricuti. Acta chir. ital., 1957, 8: 
951. 


THE AUTHORS review the theory and the experimental 
procedures that have been devised to improve oxy- 
genation and blood supply to the heart following an 
occlusion of the coronary artery. After studies of these 
methods, the authors have devised another approach 
to the same problem. 

On the basis of experimental work it has been 
found that following an occlusion of the coronary 
artery, an area of infarction is produced and be- 
cause of the release of adrenalin, the other patent 
arteries are in a state of vasospasm. This results in 
ischemia to the myocardium with reduced oxygen 
supply and the onset of fibrillation and cardiac arrest. 
By counteracting the vasospasm that is produced, 
the authors theorize that the improved blood supply 
of the myocardium will improve the oxygenation 
and, therefore, delay or even prevent the onset 
of fibrillation. The use of asbestos powder in the 
pericardium has already been found to improve the 
vascularization of the heart. With these two principles 
the authors have devised the following procedure: 

After the diagnosis of acute coronary infarction is 
made, a polyethylene tube is placed in the pericardial 
sac. This is done under local anesthesia through a 
longitudinal midline incision extending upward from 
the distal end of the sternum. The incision is 6 to 8 
cm. long and carried down to the sternum which 
is transected by means of an osteotome. The ends of 
the sternum are then separated with a self-retaining 
retractor and the anterior mediastinum is entered. 
The area is then bathed with novocaine and the 
pericardial sac is identified by means of gentle 
dissection. A purse string suture is placed in the 
pericardial sac, an opening is made, and a polyethylene 
tube is then sutured in place. The polyethylene tube 
is carried outside the wound and the wound is closed 
in layers. Through this tube at regular intervals 5 
to 6 c.c. of 1 per cent novocaine are injected. Com- 
bined with this, a dilute solution of asbestos is also 
instilled into the pericardial sac. 

The authors report the following results with this 
method: 

There is a marked reduction of pain following the 
instillation of 1 per cent novocaine and there is a 
marked improvement in the subjective state of the 
patient. No irregularities of cardiac action were 
noted. This method allows the gradual introduction 
of asbestos at intervals in dilute solution and produces 
revascularization of the heart satisfactorily. 

The authors have used this procedure on 12 pa- 
tients with no untoward reactions and believe that 
it is a promising technique but that further experience 
will be necessary before the results can be accurately 
evaluated. —Roland A. Manfredi, M.D. 
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The Operative Treatment of Atrioseptal Defects and 
Pulmonic Stenosis (Zur operativen Behandlung des 
Vorhofseptumdefektes und der Pulmonalstenose). A. 
SENN. Helvet. chir. acta., 1957, 24: 372. 


THE AUTHOR, at the Surgical Clinic of the University 
of Bern, Switzerland, states rather categorically that 
an atrioseptal defect should, if possible, be repaired 
surgically when pulmonary stenosis is present. The 
repair is done primarily to protect the pulmonary 
vessels against the well known subsequent changes. 
The size and location of the defect should be deter- 
mined before surgery. Other anomalies must be 
evaluated and the intrachamber hemodynamics must 
be determined by catheterization studies. The author 
mentions three groups of atrioseptal defects: 

1. Common chamber, no septum. 

2. The primary septal defect, usually associated 
with a tricuspid or mitral valve defect. 

3. Secondary septal defect with three subdivisions: 
a. Upper defect near the superior vena cava 

often associated with an aberrant pul- 
monary vein emptying into the vena cava. 

b. Central defect. 

c. Lower defect near the inferior vena cava. 
Groups 2 and 3 can be distinguished from one another 
by cardiac catheterization studies. The author 
enumerates the various acceptable techniques for 
attacking the problem. 

In discussing open surgical methods the author 
mentions: (1) hypothermia (Swan, Lewis, Derra), 
(2) cross-circulation (Lillehei, Varco), and (3) use 
of the pump-oxygenator (Lillehei, Varco, De Wall). 
He refers to the use of the atrial well (Gross, Kirklin) 
and the following closed methods: (1) atrioseptopexy 
advocated by Bailey, (2) lateral suturing, and (3) 
circumclusion advocated by Sondergaard, Bjork, 
Crafoord. 

With little discussion of the other methods, the 
author states that he prefers the method of Sonder- 
gaard. Briefly, he advocates a blunt dissection to 
a depth of 5 to 10 mm. between the adjacent atrial 
walls following which, with the left index finger in 
the right atrium, he is able to guide a strong nylon 
suture around the defect in the septum without actually 
entering either chamber. He reports that he has 
used this technique in 6 cases with good results, 
and that Sondergaard has used it in 39 cases with a 
mortality of 2.5 per cent. He claims the following 
advantages for the method: 

1. It does not endanger the conduction system 
of the heart, and there is minimal danger to 
the aorta. 

2. The atria are not deformed. 

3. There is no foreign body left in the heart. 

4. No special and hence no particularly dan- 
gerous type of anesthesia is required. 

5. The closure is certain and as Sondergaard’s 
figures bring out, the mortality is minimal. 

This problem then being settled to his complete 
satisfaction, the author turns his attention to pul- 
monic stenosis. He states that the Brock valvulotomy 
is acceptable for many cases of isolated pulmonic 
stenosis and stenosis with an interatrial septal defect. 
He further states that he prefers the Brock operation 
to the shunt (Blalock) for tetralogy of Fallot when it 
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is possible. His main thesis in considering this 
problem, however, is to point out the advantages of 
Sondergaard’s technique of valvulotomy which he 
states is applicable to all cases of isolated pulmonic 
stenosis or short infundibular stenosis. Sondergaard 
takes advantage of the fact that there is almost in- 
variably a poststenotic dilatation of the pulmonary 
artery. With the use of a special clamp, he attaches 
a short rubber tube to the wall of this dilated portion 
on the artery and through the tube carries out all 
manipulations such as the use of the valvulotome. 
Adequate dilatation having been achieved by such 
manipulation, there is no problem in closing the 
longitudinal opening into the pulmonary artery 
upon removal of the clamp. The author reports 7 
of his own cases in which an average dilatation of 
32 mm. and excellent clinical improvement were 
obtained without a death. He reminds the readers 
that Sondergaard himself has used this technique in 
25 cases with a mortality of 4 per cent. 
—Robert C. Combs, M.D. 


Reoperation in Tight Mitral Stenosis (Les réinterven- 
tions chirurgicales dans les rétrécissements mitraux 
serrés). P. Soutié, F. Jory, J. CaRtotti, and M. Srr- 
VELLE. Presse méd., 1957, 65: 1987. 


THE PROBLEM Of reoperation in tight mitral stenosis 
is discussed on the basis of 17 cases. In 8 cases, the 
first operation failed for a variety of reasons, the most 
common of which was an extensive, organized auric- 
ular thrombus. In the 9 other cases, the stenosis 
recurred. The syndrome of recurrent stenosis is 
characterized by frank postoperative objective and 
subjective improvement followed by gradual deteriora- 
tion. Such deterioration appeared 2 to 4 years 
postoperatively in the reported cases. In 3 cases, 
definite symptoms of rheumatic polyarthritis were 
noted at a varying period following operation whereas 
in some of the others such symptoms were absent. 
In most cases, recurrent stenosis involved the 
operated commissure, although in some published 
cases other areas of the valve, such as a previously 
intact anterolateral commissure, had become affected. 
The authors believe that recurrent stenosis is ob- 
served only after incomplete commissurotomy and 
is unlikely if complete mobility of the leaflets has 
been restored, as has been emphasized by Brock and 
by Bailey. The authors also believe that a mitral 
orifice can be attained with the mechanical dilator 
which is significantly superior to that achieved by 
digital commissurotomy. —jJonas Brachfeld, M.D. 


Late Results of Mitral Commissurotomy (Résultats 
éloignés de la commissurotomie mitrale). J. MATHEY, 
Y. Dusoys, and G. O. Oustri&@res. Poumon, 1957, 13: 
821. 


LATE RESULTS of mitral commissurotomy are dis- 
cussed on the basis of 177 cases in which at least 6 
months’ follow-up was available. Operative mortality 
was found to be related more to the condition of the 
patient than to the technical difficulties. The serious- 
ness of preoperative symptoms, age of the patient, 
and the presence of atrial fibrillation were the three 
most important factors, in decreasing order of im- 
portance. Often, they were associated with each other. 
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The degree of functional improvement depended 
essentially on the effectiveness of the commissurotomy. 
Lack of improvement was most often due to mechanical 
causes: finding of a large orifice at operation or 
inadequate enlargement of a small orifice. In tight 
mitral stenosis the functional results were in general 
proportional to the size of the orifice which was 
attained postoperatively. 

Failures after proper commissurotomy were rare 
and could be ascribed to associated valvular lesions, 
recurrent stenosis, and myocardial lesions in about 
equal proportions. 

The Dubost dilator was considered a significant 
factor in improving the prognosis. Mortality was 
decreased because the dilator reduced the need for 
intracardiac maneuvers, which are always dangerous 
in seriously ill patients, and at the same time increased 
the frequency of wide commissurotomies. 

— Jonas Brachfeld, M.D. 


Late Results of Mitral Commissurotomy; Clinical and 
Hemodynamic Aspects (Résultats éloignes de la com- 
missurotomie mitrale envisagée sous l’angle clinique et 
hémodynamique). E. Husretpt. Poumon, 1957, 13: 
843. 


From January, 1950 to July, 1955, 129 mitral val- 
vulotomies were performed at the Rigshospitalet in 
Copenhagen. All patients were catheterized pre- 
operatively and the majority one, two, or three 
times postoperatively. Thirty-five per cent of the 
patients were more than 40 years of age. Grouped 
according to functional capacity, 25 per cent were 
in group 2, 62 per cent in group 3, and 13 per cent 
were in group 4. At follow-up examination from 1 to 
5 years after operation, excellent results were seen 
in 42 cases, good results in 44, no change in 14, and 
deterioration in 8. Operative death occurred in 13 
cases and late death in 8. Of the latter, 3 had been 
in group 3 and 5 in group 4, but none had had a 
satisfactory valvulotomy. 

Five factors were found to influence significantly 
the results of valvulotomy: (1) anatomic condition 
of the valve; (2) achieved size of orifice (complete 
separation of both commissures is essential); (3) 
associated valvular lesions; (4) thromboembolic com- 
plications, which were the most frequent cause of 
operative mortality and were greatly decreased 
when anticoagulants were administered before, dur- 
ing, and after operation, and (5) pulmonary vascular 
resistance. The results were unsatisfactory in almost 
all the patients in groups 3 and 4 whose preoperative 
pulmonary artery pressure was low. 

In 52 cases, good correlation between clinical and 
hemodynamic observations was noted one year post- 
operatively. In 26 cases cardiac catheterizations 
were performed 3 and 12 months postoperatively; 
no change was noted in capillary pressures, but 
pulmonary artery pressure was lower at the second 
catheterization in many cases. It would therefore 
seem preferable to carry out the catheterizations 
one year postoperatively. All patients who had 
pulmonary hypertension preoperatively showed post- 
operative elevation of pulmonary pressure during 
exercise; in none had the pulmonary circulation 
become normal. 
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Nine cases showed the picture of improvement 
followed by deterioration but only one had un- 
equivocal recurrent stenosis as evidenced by cath- 
eterization data and the surgeon’s notes of the first 
operation. The author feels that recurrent stenosis 
is very rare and most cases so labelled actually 
represent inadequate commissurotomies. 

Results of follow-up 3 to 4 years postoperatively 
showed frequent cases of deterioration. In none of 
these had pulmonary circulation been restored to a 
completely normal state. Thus the disease was 
progressive, as it is in medically treated patients; 
surgery had prolonged the life of these patients but 
had not cured them. 

The progression of the disease in 351 patients with 
mitral stenosis who were treated medically at the 
same hospital for 3 to 20 years is compared with the 
present series, allowance being made for the limita- 
tions of such a comparison. It is concluded that it is 
preferable to operate on patients of group 2 and the 
majority of those in group 3 before irreparable changes 
have occurred in the lungs and in the pulmonary 
vessels. There is nothing to gain by waiting when a 
patient with mitral stenosis presents with significant 
or progressive symptoms. Surgical mortality at this 
stage is about 1 per cent and the results are good 
in 70 per cent of the survivors. The mortality of 
medical management was no higher, but the condi- 
tions of 60 per cent of the survivors deteriorated dur- 
ing the observation period.— Jonas Brachfeld, M.D. 


Primary Tumors of the Heart; a Surgical Problem. 
GorpDon SCANNELL and Hermes C. Grito. 7. Thorac. 
Surg., 1958, 35: 23. 

THE SUCCESSFUL REMOVAL of two primary cardiac 

tumors is reported. The first patient had a myxoma of 

the left atrium, the second a fibrosarcoma of the right 
atrium. The patient with the left atrial myxoma had 
the signs and symptoms of “‘pure” mitral stenosis. The 
tumor was discovered at exploration for mitral com- 
missurotomy. It was removed under hypothermia 
through the opened atrium at a second operation. 
The postoperative course was uneventful. This patient 
represents the third successful removal of an intra- 
atrial myxoma. Myxoma is the most common primary 
tumor of the heart, accounting for one-third of the 
reported primary cardiac neoplasms. The majority of 
these tumors arise from the rim of the fossa ovalis 
chiefly in the left atrium, but they also occur in the 
right atrium. They are pedunculated and may cause 
ball valve obstruction of the mitral or tricuspid valve. 

The features which may be present in the case of left 

atrial tumor that may suggest an intracavitary tumor 

instead of mitral stenosis are: (1) the absence of a 

history of rheumatic fever, (2) changes in symptoms 

and murmurs with position, (3) syncope, (4) rapid 
progression of symptoms, and (5) failure to respond to 
medical therapy. 

A second case of left atrial myxoma is described in 
which changes in the character of the murmurs and 
the occurrence of peripheral arterial emboli in the 
presence of a normal cardiac rhythm led to a pre- 
sumptive diagnosis of atrial myxoma. This patient died 
from a cerebral embolus while awaiting study which 
would have led to the diagnosis. Death from em- 
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bolization, valvular occlusion, or conduction dis- 
turbance is common with cardiac neoplasms. Treat- 
ment is therefore urgent. 

The patient with a right atrial fibrosarcoma was a 7 
year old girl who had an acute febrile illness and 
evidence of a sizeable bloody pericardial effusion. 
Rapid reaccumulation of the effusion after pericardio- 
centesis led to exploration. A tumor which could be 
excised without interruption of the circulation, was 
found in the atrial wall. The patient is doing well 
more than a year after surgery. Many types of sar- 
comas of the heart have been described. As a group 
they represent the second most common primary 
tumor of the heart. They are more common on the 
right side of the heart and in particular in the right 
atrium. Hemopericardium occurs commonly. This is 
also found, of course, with secondary malignancy in 
the heart or pericardium. The sarcomas are intra- 
mural, usually replacing the entire thickness of the 
heart wall. Large tumors will distort the outline of the 
heart in roentgenograms or cause disturbance of 
heart rhythm. The presence of these features in the 
absence of a primary neoplasm elsewhere in the body 
should suggest a primary cardiac tumor, probably 
sarcoma. 

The extensive literature on cardiac tumors is 
briefly reviewed with particular attention to surgical 
attempts to remove intrapericardial and intracardiac 
tumors. Angiocardiography offers a precise method of 
visualizing intracardiac tumors. The danger of im- 
promptu attempts to remove intracardiac tumors when 
they are discovered at cardiotomy is emphasized. 
Diagnosis will be made preoperatively in direct propor- 
tion to the awareness of the behavior of these tumors. 


The Fate of the Internal Mammary Artery Implant 
in the Ischemic Human Heart. ARTHUR VINEBERG 
and G. C. McMiuttan. Dis. Chest., 1958, 33: 64. 


EXPERIMENTAL WORK toward the implantation of an 
internal mammary artery into the heart of an animal 
began at McGill University in 1945 and was first 
attempted in a human being at the Royal Victoria 
Hospital, Montreal, 5 years later. This report reviews 
the pathological findings in human hearts which were 
recovered from 62 hours to 18 months after an im- 
plantation. 

Some of the experimental work is reviewed and 
emphasis is placed upon implantation of the internal 
mammary artery into a myocardial tunnel in such a 
manner that the artery is not angulated either at the 
chest wall or at its entrance into the ventricular myo- 
cardium. Also, it has been found that the internal 
mammary artery thus implanted into the heart of the 
experimental animal has a greater chance of remain- 
ing patent if it is not in competition with a normal 
coronary circulation but instead is implanted into an 
ischemic myocardium. 

The Vineberg operation was described in 1950. It 
consists of freeing the internal mammary artery by 
ligating and dividing the intercostal branches from the 
fourth to the sixth interspaces. The artery is transected 
distal to the sixth interspace. The free end of the artery 
is then pulled into a tunnel in the wall of the left 
ventricle, but before this is done, the sixth intercostal 
vessel is cut so that blood escapes from it freely into 


‘Hyiis\ibhsa 


250 International Abstracts of Surgery - September 1958 


the ventricular myocardium. In 1953, this procedure 
was supplemented by the application of pericardial 
fat pad grafts to areas of the myocardium which had 
been denuded of epicardium by sharp dissection. 

Six case reports are presented in which death fol- 
lowed the implant procedure. In 4 of the cases, death 
was due to occlusion of the only patent coronary 
artery. In all of the cases except one, the internal 
mammary artery was found to be patent. In the one 
which was occluded, it was believed that the angula- 
tion of the artery favored the occlusion. Angulation of 
the artery occurred secondary to ileus and abdominal 
distension with subsequent elevation of the dia- 
phragm. One of the arteries had been implanted 18 
months before death secondary to carcinoma of the 
pancreas. This artery was found to be patent through- 
out with no evidence of intimal proliferation. Numer- 
ous branches were found from this artery and they 
were demonstrated to be in communication with the 
circumflex artery. 

Study of the vessels that have been recovered shows 
that communication between the implanted vessel and 
the myocardial sinusoids occurs within 82 hours. 
Actual branching occurs at about 12 days and true 
arteriolar branches are present at 3 to 4 weeks. These 
branches apparently do not disappear as they were 
seen to be present and patent in the one heart ex- 
amined 18 months after implantation. 

Clinical results showed that 75 per cent of the pa- 
tients with coronary insufficiency were relieved of 
anginal pain after implantation of the internal mam- 
mary artery. — John J. Bergan, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Mechanism of the So-Called ‘Idiopathic’ Mega- 
Esophagus (Recenti acquisizioni in tema di patoge- 
nesi del megaesofago idiopatico). RoBERTO DAMIANI 
and Leonarpbo Possatt. Ann. ital. chir., 1957, 34: 237. 


THE AUTHORS review the current knowledge on the 
subject of idiopathic megaesophagus. On the basis 
of their own experience, they recognize three dif- 
ferent clinical varieties of the disease: 

1. Achalasia of the cardia, which is an acquired 
condition and which is thought to be due to muscular 
hypotonia of the esophagus, with subsequent dis- 
turbances in the function of the cardia. 

2. Congenital megaesophagus, which is a con- 
genital malformation. 

3. Combined form, due to a combination of the 
acquired and congenital lesions. 

Histological studies were carried out on operative 
specimens and the presence of severe degenerative 
changes was consistently found in the intramural 
nerve ganglia. This finding was especially noted in 
the so-called epicardiac area of the esophagus. 

It is of interest that similar changes are commonly 
encountered in instances of megacolon (Hirchsprung’s 
disease). 

In conclusion, the authors express the opinion that 
the alterations of the nervous system, with the sub- 
sequent disturbance of the peristaltic conduction, 
are to be considered responsible for the dilatation of 
the esophagus which represents the main feature of the 
disease. 





This mechanism is probably present in all con- 
genital dilatations of the gastrointestinal tract. 
—R. Benvenuto, M.D. 


MISCELLANEOUS 


Hiatus Hernia in the Adult; Clinical Manifestations, 
Eppy D. Patmer. Am. J. Digest. Dis., 1958, 3: 45. 


‘TWO HUNDRED AND FOURTEEN PATIENTS with hiatus 
hernia were studied in retrospect with the idea of 
determining what broad clinical parameters could 
be established for patients whose symptoms are due 
to the hiatus hernia. Among this group of patients 
there were almost as many additional organic diseases 
of a mimicking or possibly related nature as there 
were hiatal hernias. Saint’s triad (hiatus hernia, 
gall stones, and diverticulosis of the colon) was en- 
countered in 25 of the patients. Diverticulosis of one 
or more of the gastrointestinal organs was found in 
24 per cent. Thirty-four of the patients had an as- 
sociated duodenal ulcer and 24 of them an associated 
gastric ulcer (not in the hernia), while 3 patients 
had a gastric ulcer located in the hernia. Seven of 
the patients had an associated benign or malignant 
tumor and 10 of them had associated esophageal 
diseases and irregularities. Twenty of the patients 
had an associated liver disease and 9 of them had 
proved heart disease. 

Seventy-five of the patients were found to have 
no significant related organic disease so that the 
symptomatic role of hiatus hernia and/or functional 
factors could be analyzed within the clinical picture. 
It is difficult to determine the number of patients 
who go through life with a hiatus hernia that is 
asymptomatic but in 17 patients in the present study 
the hernia was diagnosed during routine studies 
(such as a routine roentgenogram of the chest) in 
asymptomatic patients. Seventy-four patients were 
being studied because they were ill, but none had 
symptoms which could be attributed to the hiatus 
hernia. 

Seventeen clinical patterns were discovered in the 
214 cases, which indicates the protean nature of this 
disease. The most unexpected result of this study was 
the fact that only 13 per cent of the patients demon- 
strated the classical hiatus hernia symptom complex 
of epigastric and substernal burning pain initiated 
or aggravated by recumbency and relieved by as- 
sumption of the upright position. Simple epigastric 
or substernal pain aggravated by meals and, in 
addition, various complex dyspepsias were relatively 
common in this group of patients. 

Seven per cent of the entire group had symptoms 
which mimicked coronary insufficiency and/or myo- 
cardial infarction. 

The duration of symptoms prior to diagnosis was 
of some interest in that 14 per cent of the patients 
experienced an onset which was dramatically sudden 
and of an emergency quality. In the over-all study 
about one-third of the patients had symptoms for 
a year or less, an additional one-third for a period 
of 1 to 5 years, and the remaining one-third of the 
group had symptoms for more than 5 years prior to 
diagnosis. 
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The complications of hiatus hernia on an anatomic 
basis were esophagitis, esophageal ulcer, stricture, 
and erosive gastritis. Twenty-nine per cent of the 140 
patients who had symptoms judged to be wholly or 
partially due to hiatus hernia had one or more of 
the complications of hiatus hernia. In the group of 
74 patients whose hiatus hernia appeared to be silent 
24 per cent had complications. 

The smaller the orifice of the hiatal hernia the 
more likely the pain is to be severe, and the larger 
hernias often give no symptoms. In the latter group 
of patients in whom the hernia is large, the first sign 
of trouble is likely to arise from the complications. 

— John H. Davis, M.D. 


Esophageal Hiatus Hernia of the Diaphragm; an 
Analysis of Surgical Results. Georce H. Humpureys, 
II, Jose M. Ferrer, Jr., and Poiir D. WiepDeEL. 7. 
Thorac. Surg., 1957, 34: 749. 


THE AUTHORS report their experience with repair of 
esophageal hiatus hernia in the Department of Sur- 
gery of the College of Physicians and Surgeons, 
Columbia University. The purpose of the article is 
not only to describe a technique for repair but also to 
describe some of the more common pitfalls and 
misconceptions. 

It has been clearly established that the esophageal 
hiatus of the diaphragm is formed by the right crus, 
which normally surrounds the esophagus just above 
the cardia to form an oval slinglike aperture. An 
important anatomic structure at the hiatus is the 
phrenoesophageal ligament. When this ligament is 
well developed, it is a major factor in holding the 
cardia below the diaphragm. The left gastric artery 
and its mesentery also play a part in holding the 
cardia in its normal infrahiatal position. Reflux 
through the cardia is normally controlled also by 
intrinsic mechanisms. The most important of these 
mechanisms is probably the action of the so-called 
cardiac sphincter muscle. 

There are three main types of acquired hiatal 
hernia. The first, and by far the most common, is the 
sliding hernia. The second type is the paraesophageal 
and the third type is the combined or composite hernia. 
Sliding hernias occurred in 88 cases in the authors’ 
series. In this type, the cardia lies at a variable dis- 
tance above the diaphragm and the cardiac end of the 
stomach slides up retroperitoneally and retropleurally. 
There is no true peritoneal sac present in these hernias, 
but there may be a fold of peritoneum which has been 
pulled up by the sliding stomach. 

A paraesophageal hiatal hernia was present in 6 
cases. In this hernia, the phrenoesophageal ligament 
and the left gastric vessels are firm and hold the 
cardia and the lesser curvature of the stomach below 
the hiatus. There may or may not be a small band of 
muscle or fibrous tissue between the cardia and the 
paraesophageal hernial sac. 

The combined or composite type of hernia was 
present in 3 instances in this series. True congenital or 
short esophageal hiatus hernia was found to be rare. 
Only one case was present in this series and it was 
distinguished from acquired hernias by the presence 
of a direct segmental arterial blood supply from the 
intrathoracic aorta to the intrathoracic stomach. 
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The characteristic symptoms of a sliding type of 
hernia relate primarily to reflux of stomach contents 
into the esophagus and consist of heartburn and sub- 
sternal and epigastric pain, and a pulling sensation in 
the throat. Bending forward or stooping often causes 
severe distress. When secondary esophagitis is present, 
dysphagia may be an extremely severe problem. In 
paraesophageal hernia, dysphagia and digestive 
symptoms are less frequent because the cardia is 
competent and symptoms are due mainly to the mass 
of the hernia. ; 

There is no question, in the authors’ opinion, that 
if suggestive symptoms occur in the presence of a 
radiologically demonstrable hernia and in the absence 
of any other lesion which might be responsible, opera- 
tion should be carried out. Many small hernias ap- 
parently cause little or no symptoms and it is generally 
the consensus that these should not be operated upon 
with our present knowledge. 

The authors then go into a very detailed description 
of their operative technique. The main problem in 
this procedure is to return the cardia to its normal 
position and hold it there, to restore the esophago- 
gastric angle, and to bring together the posterior 
fibers of the right crus, reducing the hiatus to normal 
size. Recurrence should best be prevented by estab- 
lishing firm union between the wall of the stomach 
all around the cardia and the adjacent undersurface 
of the diaphragm above. Tight closure of the hiatus 
around the esophagus is unnecessary. The authors 
recommend the thoracic approach and [eel that the 
thoracoabdominal approach is rarely necessary and 
the abdominal approach should be reserved for pa- 
tients in whom intra-abdominal disease is suspected. 
The operation is done by approaching the area through 
the left chest at the eighth interspace. At the dia- 
phragmatic hiatus the pleural incision is continued 
posteriorly across the aorta. The muscular crural 
fibers coming up from the origin of the right crus can 
be seen at this time. The esophagus is then mobilized 
as is the cardia of the stomach. When the hernia of 
the stomach has been completely freed, it can be 
lifted forward and medially to expose the acute angle 
of the posterior end of the esophageal hiatus, which is 
formed by overlapping sheets of the right crural iibers. 
Before repairing the right crus the anterolateral aspect 
of the herniated stomach must be separated from the 
undersurface of the diaphragm. The fold of sub- 
diaphragmatic peritoneum attached to the stomach 
can readily be pushed back under the diaphragm with- 
out opening it. Stay sutures are placed in the muscular 
edge of the hiatus so as to hold it away from the 
stomach. 

Two or three mattress sutures of 00 silk are placed 
between the medial and lateral fibers of the right crus 
posteromedially in such a manner that the normal 
overlap will be restored when they are tied. The up- 
permost of these includes a firm “‘ bite” of the muscular 
wall of the stomach just at the esophagogastric junc- 
tion posteromedially. When this is tied it brings the 
cardia just below the united crural fibers. Mattress 
sutures of 00 silk are passed through the diaphragm 
about3 centimeters fromits hiatal margin, passed down 
from its pleural surface, then out between the dia- 
phragm and the herniated stomach but above the peri- 
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toneal fold, then up to include a “bite” of the 
muscular wall of the stomach at a distance from the 
esophagogastric junction corresponding to the distance 
of the stitch from the margin of the hiatus, and then 
back under the diaphragm and up through its pleural 
surface a few millimeters from the point of beginning. 
This procedure is well illustrated by diagrams in the 
text. Five or 6 such sutures are placed circumferentially 
around the hiatus. When these are tied down the 
esophagogastric junction is fixed well below the 
hiatus. After the crus has been repaired and the 
stomach returned below the diaphragm, the area is 
again covered with pleura and closure is undertaken. 

Statistical results of this study of 97 cases reveal that 
between January 1, 1940 and December 31, 1954 a 
total of 97 operations was carried out on 96 patients. 
It was found that hiatus hernia was most common in 
the sixth decade of life and more common in women 
than in men. During this period of time various opera- 
tive techniques were used, the one just described being 
most common in the last few years. The great majority 
of the hiatus hernias in this series were of the sliding 
variety. A total of 88 of the 97 were of this type. There 
were 6 paraesophageal hernias and 2 combined 
hernias. The results of the operation in reference to 
the type of hernia revealed a 50 per cent good result 
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in the sliding hernia, 50 per cent good result in the 
paraesophageal, poor results in the combined. The 
results of operation on the sliding hernia as determined 
by the method of operation used showed 83 per cent 
of good results after 2 to 5 years with the authors’ 
method of the hernia repair. Other thoracic repairs 
had a 42 per cent good result and abdominal repairs 
had a 25 per cent good result. Of the paraesophageal 
hernia repairs, 50 per cent of the patients were op- 
erated upon for acute incarceration, 2 with good and 
1 with fair results. Only one of the elective repairs 
ended with a good result. There were no good results 
from repair of either of the combined or esophago- 
aortal hernias. 

The authors conclude from this study, after having 
used the method described for a period of 8 years, 
that the long term follow-up results have definitely 
shown a marked improvement. They attribute this 
improvement to the fact that understanding of the 
anatomic and physiologic principles involved in the 
disease and in the repair have resulted in a more 
normally functioning postoperative state. The authors 
also believe that the time is approaching when all 
esophageal sliding hiatus hernias will be repaired 
at the time they are first discovered. 

—Peter Dineen, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Is Bilateral Herniorrhaphy in the Case of Infants and 
Small Children with an Inguinal Hernia on One 
Side Warranted? (Ist bilaterale Herniotomie bei 
Sauglingen und Kleinkindern mit einseitiger Leisten- 
hernie angezeigt?). R. FiscoerR and A. MUMENTHALER. 
Helvet. chir. acta., 1957, 24: 346. 


THE AUTHORS first refer to a report by Rothenberg in 
1955 in which he pointed out that after operating on 
211 inguinal hernias in infants and small children, 
he observed 16 of the patients had developed hernias 
on the opposite side during the next 2 years. In his 
next 48 operations, he explored both sides and found 
that in 46 per cent of the cases of hernia on the right 
side a sac could be demonstrated on the left side and 
in 73 per cent of the cases of hernia on the left side, 
a sac could be demonstrated on the right side. An- 
other American, McLaughlin, confirmed Rothen- 
berg’s observation, and shortly afterward Gross, in 
Boston, recommended bilateral exploration in cases of 
hernia on one side occurring in infants and small 
children. 

Being stimulated by these reports, the authors re- 
viewed their own experience. From 1920 to 1952, 981 
herniorrhaphies were done on infants and small chil- 
dren by the authors or their colleagues. Follow-up 
studies were conducted on 625 of these, 402 by physical 
examination and 223 with questionnaires. It was noted 
that since 1925 more than 1,000 patients have been 
operated upon without a death. Of 402 infants orig- 
inally treated for a right inguinal hernia, 44 devel- 
oped a left inguinal hernia, over a period of 5 to 37 
years. Of 146 with a primary left inguinal hernia, 16 
later developed a right inguinal hernia. It was a gen- 
eral observation that if a second hernia became clini- 
cally evident, it did so within a few years. 

The authors then sought to evaluate the possibility 
that a second hernia may develop against the danger 
of atrophy of the testicle. They noted that 2 of their 
patients had atrophy on the side not operated upon. 
Of 597 patients examined, 6 had atrophy of one testicle 
and 16 had a decrease in size of the testicle on the 
operated side. The records of others reported from 2 to 
6 per cent, and there was even one record showing 13 
per cent atrophy of the testicle following surgery in 
infants. 

The authors state that American workers do not 
expect atrophy in any cases. They agree with others 
that when both sides are explored and only one 
clinical hernia is found, a sac will be found on the 
opposite side in 50 per cent of the cases, but they point 
out that only a small per cent of the sacs will develop 
into clinical hernias. In their cases this occurred in 
about 11 per cent. They then weigh this 11 per cent 
possibility of a second operation against the 1 to 3 per 
cent atrophy of the testicle which they feel is to be 
expected. After a consideration of the above facts, they 
decided for themselves that they will do a unilateral 
hernioplasty when an infant presents himself with a 
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unilateral hernia. This, they feel, is the correct ap- 
proach because: 

1. Bilateral atrophy of the testicles is a catastrophy. 

2. If the child needs a second operation, it will be 
needed when the child is young, and hence he will not 
be taken away from work or school. 

3. Though it seems settled in Europe that atrophy 
of the testicle following the repair of an inguinal 
hernia does not involve malpractice liability, it has 
not been settled as to whether or not a surgeon is 
liable for atrophy of the testicle subsequent to ex- 
ploration of an inguinal canal in which a hernia is not 
found. 

The authors do not make the point, though some of 
us feel that it is worthy of consideration, that if a 
second hernioplasty does become necessary, it will be 
done with greater ease in a child who is a few months to 
a few years older and hence with structures that can 
be handled with greater ease. 

—Robert C. Combs, M.D. 


GASTROINTESTINAL TRACT 


Suction Biopsy of the Gastric Mucosa; a Report on 
10 Years’ Experience. Joun Tomentus. Acta med. 
scand., 1957, 159: 353. 


Errorts to secure biopsy specimens of gastric mucosa 
have been pursued by the author since 1947. These 
efforts have included the development of a suction 
biopsy instrument, its use in securing biopsies, and 
developing other methods of study. 

An instrument, making use of the aspiration 
procedure, with a hollow cylindric knife sliding in an 
axial direction was devised, tested, and proved 
practical. It was considered advisable to add an 
optic system to the instrument and in 1952 an in- 
strument attached to a flexible gastroscope was 
described by the author. Since then the instrument 
has been successively improved and used on a large 
number of patients. More than 600 biopsy specimens 
have been examined histologically and more than 
250 patients have been examined with the instrument. 

On the basis of these observations, it is believed 
that satisfactory and safe use may be made of this 
instrument by any competent gastroscopist either on 
ambulatory patients or those in the hospital. While 
the aspiration instrument should be the routine 
one, the forceps instrument may be needed in cir- 
cumscribed small areas, such as a polyp or the margin 
of an ulcer. Both instruments should be part of a 
well-equipped gastroenterologic department. 

This procedure is not of great use in the diagnosis 
of tumors or cancer. Its greatest clinical importance 
is in the differential diagnosis of normal mucosa and 
gastritic changes in different stages. Gastroscopic 
diagnosis of gastritis was made in about 70 per cent 
of the patients. The superficial and more pronounced 
gastritic changes can be certainly diagnosed by this 
method. Greater risk of incorrect diagnosis occurs in 
atrophic gastritis. 
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Gastric biopsy makes possible the study of the 
correlation between disturbances in the secretion and 
the histologic picture in the mucosa. Studies showed 
that when the acidity was at a level of 90 to 100 
mEq. the mucosa could be assumed to be normal. 
Gastric mucosa has also been shown to be normal 
with hypersecretion. When the secretion value is 
under 90 to 100 mEq. there is often gastritis but 
normal mucosa may also occur. 

Eosinophilic infiltration of the gastric mucosa was 
diagnosed by this method of biopsy in 15 cases. 
Unnecessary surgery for cancer was therefore avoided 
in several patients. 

Microbiologic experimental studies have been 
done by the author with gastrobiopsy. Determina- 
tions of the capability of the gastric mucosa for 
vitamin By absorption were performed. It is pos- 
sible that the early stages of pernicious anemia can 
be demonstrated by this method. 

The article, therefore, gives insight into the work 
which can be carried out by this method of biopsy. 

— Donald C. Geist, M.D. 


‘‘Adhesions” Around the Stomach, Gallbladder, and 
Ascending Colon (‘‘Adhaesionen” um Magen, Gal- 
lenblase und Colon ascendens). A. Priescninc. Lan- 
genbecks Arch, u. Deut. &schr. Chir., 1957, 286: 368. 


THIS COMPREHENSIVE TREATISE deals with the question 
whether so-called “‘ adhesions” in the upper peritoneal 
space are sequelae of inflammation or other patho- 
logic processes, or whether they are variations of nor- 
mal anatomical development. In the past numerous 
functional disturbances, such as dyskinesia of the 
stomach, cholecystopathy, and chronic constipation 
were considered a result of such adhesions and mem- 
branes and were treated surgically by adhesiolysis, 
resection of the pylorus, cholecystectomy, hemi- 
colectomy, and other operations. The results were not 
satisfactory. 

The author, of the Anatomical Institute of the 
University of Vienna, Austria, studied the embryo- 
logical development and the anatomical findings in 
adults. He examined the bodies of 100 adults and 180 
embryos and newborns in all stages of development, 
ranging in length from 4.4 cm. to 52 cm. Cases with 
signs of local or diffuse peritonitis were excluded from 
the study. 

In the great majority of adults (83 out of 100 cases) 
the posterior wall of the stomach was adherent to the 
pancreas or to the transverse mesocolon. These folds 
and membranes formed large peritoneal recesses be- 
tween the posterior stomach wall and the dorsal wall 
of the bursa omentalis. An additional fixation between 
the fundus of the stomach and the plica gastropan- 
creatica was found in 29 cases. Numerous other vari- 
ations of membranes and folds in this region are 
described. None of them showed any sign of previous 
inflammation or other pathologic conditions. 

A similar variety of folds was found around the 
gallbladder. Some of them have been described in the 
literature under the terms of ligamentum cysto- 
colicum, cystoduodenale, cystopyloricum, cysto- 
renale, and cystoepiploicum. Similar structures were 
found between the liver and the ascending colon in a 
number of cases. 
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A special very detailed study is devoted to the 
embryonal development of the great and_ lesser 
omentum and the bursa omentalis. Two previous 
publications of the author also dealt with this ques- 
tion. The mechanism of the attachment of the 
omentum majus to the transverse colon was studied 
in detail, and several theories are discussed which 
attempt to explain this attachment. The frequency of 
identical stages in the fetal development as well as the 
histological examination of these bands, folds, and 
membranes prove that these structures are products 
of physiological development rather than of any 
pathological process. The variations of the bands and 
membranes in adults and in the embryos and the 
newborn are tabulated. Their incidence varies be- 
tween 10 and 90 per cent for the individual struc- 
tures, 

The author concludes that the overwhelming ma- 
jority of so-called “adhesions” which, in the past, 
were considered to be remnants of inflammation and 
the cause of clinical symptoms are in fact products of 
physiological development. Only in very exceptional 
cases could they produce clinical symptoms. Surgical 
intervention for the repair of these “adhesions” 
should be discouraged. 

This very thorough and detailed article should be 
studied in the original. — Werner M. Solmitz, M.D. 


Treatment of Cancer of the Stomach; End Result. 
SAMUEL F. MarsHa vt. Gastroenterology, 1958, 34: 34. 


THE AUTHOR discusses the cases of gastric cancer at 
the Lahey Clinic from 1932 through 1954 with special 
reference to 5 and 10 year survival rates. 

The diagnosis of gastric cancer was made in 1,708 
patients during this period. Pathologic diagnosis was 
made in 1,666 patients by operation. The ultimate 
outcome was determined in all but 7 or in 99.6 per 
cent of the 1,708 cases. 

Improvement in the surgical treatment of gastric 
cancer is still dependent to a large extent upon early 
diagnosis of the disease. The earliest symptom in this 
series of patients was epigastric pain or distress and 
the most common one was loss of weight. Anorexia, 
vomiting, weakness, and nausea were frequently 
present. Procrastination on the part of the patient ac- 
counted for delay in treatment in 37.5 per cent of the 
cases. The physician was responsible for the delay in 
50.4 per cent. It is pointed out that 44.3 to 45.2 per 
cent of the patients were operated upon within 3 to 6 
months of onset of symptoms. The percentage was 
similar whether the patient had a curative or pallia- 
tive resection or had a nonresectable cancer. There 
are, therefore, other factors besides early diagnosis 
which modify resectability. During the period re- 
viewed, the percentage of curative resections has 
remained the same, between 38 and 41 per cent. 
Roentgenographic examination was the most reli- 
able laboratory method for the early diagnosis of 
gastric cancer. 

Radical partial gastrectomy offers the greatest 
chance of survival with the lowest mortality rate and 
with a minimum of late postoperative complaints. 
Total gastrectomy was used in 16.6 to 36.6 per cent 
of all cases. It is still being used in about 25 per cent 
of the cases each year. 
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The mortality rate in all operative procedures was 
reduced from 27.1 per cent to 5.7 per cent. The opera- 
tive mortality rate for partial gastrectomy decreased 
to 3.2 per cent and for total gastrectomy from 34.6 
per cent to 7 per cent. 

The 5 year survival rate has increased from 15.4 
per cent in the earlier period to 39.5 per cent in the 
last 2 year period. A similar increase is noted in the 
10 year survival group from 7.7 to 24.7 per cent. Ex- 
ploration alone was done in 852 patients and 94.1 
per cent of these were dead within a year. A few pa- 
tients who had exploratory operations only lived 2 to 
3 years and one is still alive after 4 years. 

The pathological type of the lesion did not alter the 
survival rate of those having curative resection. Lymph 
node involvement was of considerable importance. 
In those patients with nodal involvement only 7.2 per 
cent survived 5 to 10 years, whereas in those without 
such involvement 34.8 per cent survived 5 to 10 years. 
Of those patients having malignant gastric ulcer only 
13 or 18.6 per cent were living and well aiter 5 years 
or more. Of the entire series 152 patients were alive 
and well after 5 years, an absolute survival rate of 
10.8 per cent; 61 patients survived 10 years, an ab- 
solute survival rate of 7.4 per cent. Of those patients 
who had a total gastrectomy, 26.2 per cent lived 3 
years or longer and 14.1 per cent lived 5 years or 
longer. The age of the patient had little effect on end 
results, except for those in the early age group. No 
patient in the third decade of life survived for 5 years 
and only 1 lived more than 8 months. 

While results in the treatment of gastric cancer have 
improved, there is need for increased effort toward 
early diagnosis if further progress is to be attained. 

—Donald C. Geist, M.D. 


Congenital Obstruction of the Small Intestine (Die 
angeborenen Verschluesse des Duenndarms). E. WEts- 
SCHEDEL, Langenbecks Arch. u. Deut. &schr. Chir., 1957, 
287: 445. 


Ir APPEARS that about 1,600 cases of congenital ob- 
struction of the small bowel have been reported in the 
literature, predominantly in case reports, and the 
author adds 14 case reports of patients he has treated 
during the past 6 years. The true incidence of this 
anomaly is difficult to assess since many children 
probably die before a diagnosis is made. The author 
believes, however, that small bowel obstruction may 
occur as frequently as esophageal atresia, i.e. about 
once in 2 to 3,000 births. 

From a pathologico-anatomic point of view the 
malformations can be divided into three groups. The 
first group consists of cases of complete atresia, in 
which the continuity of the bowel is completely inter- 
rupted or replaced by fibrous cords or membranes. 
Some of these malformations occur in the colon, the 
majority, however, are located in the jejunum and 
ileum where tremendous proximal dilatation and 
distal hypoplasia are a typical finding. The second 
group comprises cases of stenosis of the small bowel 
with a preferential location in the duodenum. The 
stenosis may occur in multiple locations in the same 
patient so that a segment of bowel may be completely 
shut off and appear cystic. The third group includes 
those cases in which external anomalies such as cords 
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from cecum to abdominal wall, an abnormal course of 
the blood vessels, an annular pancreas, or comparable 
conditions occlude the intestinal lumen by outside 
pressure, most frequently in the duodenum. In from 5 
to 20 per cent of all cases additional malformations are 
present elsewhere in the body. 

The clinical picture in the infants of the first group 
is that of complete bowel obstruction, vomiting after 
the first feeding, abdominal distention, and absence of 
meconium. The infant is dehydrated rapidly and dies 
within the first week of life, sometimes with the signs 
of spontaneous perforation, unless surgical therapy is 
immediately instituted. In the second group ileus may 
not develop until later during the first year of life or 
until solid food is first given. The presence of meco- 
nium may settle the differential diagnosis between the 
two groups. Roentgenograms and intelligent position- 
ing on the table may assist in the location of the ob- 
struction. Contrast media (barium swallow) are con- 
traindicated in the first group, but may be helpful in 
the diagnosis of stenosis. In the differential diagnosis of 
these lesions esophageal atresia (no gastric juice in the 
vomitus), meconium ileus, megacolon, and rectal 
stenosis have to be ruled out. Pylorospasm and intus- 
susception have to be considered in older babies. 

The approach to all these conditions is of course 
surgical if the infant’s general condition permits and 
other entities, incompatible with life, are absent. The 
procedure of choice in stenosis and some cases of 
atresia is side-to-side anastomosis in three layers. The 
hypoplastic distal segment has to be distended first 
with air or saline solution in order to increase its 
diameter and confirm distal viability of the gut. If 
multiple obstructions are present, bowel resection is 
indicated. If the distal segment is too small in com- 
parison with the distended proximal segment, the in- 
fant may die of functional ileus even though the 
anastomosis is patent, the suture line tight, and no 
peritonitis has occurred. The author advises that an 
enteroanastomosis be done as usual, but that an 
ileostomy also be added from which a plastic tube can 
be inserted into the underdeveloped distal segment to 
give it time to respond to irrigation with progressively 
more mature function. The ileostomy will close spon- 
taneously once the tubing has been removed. The 
conditions of the third group have to be managed ac- 
cording to the anatomical findings. In considering 
postoperative management it should be kept in mind 
that there is an increased incidence of infection and 
metabolic disturbances during the first year. If 
surgery is successful complete restoration can be ex- 
pected. The author has cured 8 out of 14 children, 
including all 5 cases of duodenal stenosis. A plea is 
made to obstetricians and pediatricians to attempt 
diagnosis during the first 48 hours of life. 

—W.-D. Bergman, M.D. 


Perforated Diverticulitis; a Survey of 75 Cases. I. F. 
MacLaren. 7. R. Coll. Surgeons, Edinburgh, 1957, 3: 
129. 


THe AurHor, from the Royal Infirmary of Edin- 
burgh, reviews the case records of 346 patients with 
diverticulitis who were admitted during the 20 year 
period from January, 1935 to December, 1955. In 
75 of the 346 patients perforation of the diverticulum 
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and general peritonitis occurred. Thirty-three of the 
75 patients with perforation died; 2 of them were 
moribund on admission and did not undergo opera- 
tion. All other patients in the series underwent 
emergency operations within a few hours of admission 
to the hospital. During the 20 year period of study, 
progressive improvement in the results of treatment 
occurred, but at no time during the entire 20 years 
were the results outstanding. This study emphasizes 
again that in spite of modern therapeutic advances, 
perforated diverticulitis remains a dangerous con- 
dition. It is interesting to note that in 36 of the 75 
cases evidence of chronic diverticulitis was not found. 
All these patients had apparently been in good 
health until the onset of severe symptoms of perfora- 
tion; in this group there were 14 deaths. The other 
39 patients suffered from some degree of chronic 
diverticulitis before the onset of perforation; 19 of 
this group died. 

The major factors that have influenced a favorable 
outcome in patients treated for perforated diver- 
ticulitis have been the use of antibiotics, an under- 
standing of fluid and electrolyte balance, and prompt 
treatment after early diagnosis. That there is no 
agreement about the operative procedure of choice 
for perforated diverticulitis is reflected in the records 
of the 75 cases in this series. Although a variety of 
surgical procedures were performed in the manage- 
ment of the patients of this series, in all instances 
some form of drainage of the abdominal process 
was accomplished, and in almost all cases a colostomy 
or exteriorization of the perforation was done. The 
author concludes that in spite of what is done locally 
to the site of perforation the operative procedure 
should include the establishment of a proximal 
defunctioning colostomy. — Orville F. Grimes, M.D. 


The Surgical Management of Diverticula of the Gas- 
trointestinal Tract (Die chirurgische Behandlung der 
Divertikel des Magendarmtraktes). F. DErucHEr. 
Helvet. chir, acta., 1957, 24: 435. 


THE AUTHOR reviews his experience and that of his 
colleagues at the Surgical Clinic of the University 
Hospital of Zurich. He considers all types of diverticula 
of the gastrointestinal tract exclusive of the esophagus. 
The policies regarding the management of diverticula 
in various locations are outlined. He discusses the 
etiology of diverticula in the various areas and gives 
in detail the operative technique in certain unusual 
cases. In his experience some 10 to 15 per cent of 
gastric or duodenal diverticula came to surgery. In 
most cases it was possible to resect the diverticulum. In 
one case it was necessary to mobilize the duodenum 
by the Kocher maneuver, place a T-tube in the com- 
mon bile duct, and resect a retropancreatic duodenal 
diverticulum that had been causing jaundice. 

These workers do not hesitate to open the duodenum 
in isolating a duodenal diverticulum. In some cases 
they admit that it would be foolhardy to attempt the 
resection of difficult diverticula of the duodenum. In 
such cases a Billroth II gastric resection is carried out. 
The author points out that small bowel diverticula are 
often multiple. They are hard to demonstrate in 
roentgenograms, and almost equally hard to find at 
surgery. His management of small bowel diverticula 
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including Meckel’s diverticulum is no different than 
that used in the United States. In the cases of large 
bowel diverticula, he reports that some 8 to 10 per 
cent of all barium enemas showed diverticula. Of 
course, in older people the percentage increases and 
among individuals more than 60 years of age, some 30 
per cent will demonstrate silent diverticula. These 
workers believe, however, that some 15 to 35 per cent 
of the patients who demonstrate silent diverticula will 
later develop symptoms and complications, and they 
warn that these may indeed be quite severe. 

The author cautions against the danger of using 
cortisonelike drugs in these people, and notes that a 
number of their patients have had bleeding, both 
gross and occult. His approach to diverticulosis of the 
colon is somewhat more energetic than that used in 
the United States in that more than 50 per cent of his 
patients were operated upon. Other surgeons will 
operate upon only 15 to 30 per cent. The author 
believes, however, that this type of prophylactic 
surgery is to be preferred to the expectant treatment, 
which so often results in dangerous complications. 
The photographs, x-ray reproductions, and _line- 
drawings of his cases are very good. The original 
article is strongly recommended to those who are par- 
ticularly interested in this problem. 

— Robert C. Combs, M.D. 


Benign Giant Duodenal Ulcer. Rosert M. Stainton 
and James H. Growpon. Am. Surgeon, 1957, 23: 1081. 


BENIGN GIANT ULCERS of the duodenum are those that 
have a diameter greater than 2.5 cm. In an attempt 
to establish uniform criteria of diagnosis it is also 
suggested that the ulcer should be located in the 
first portion of the duodenum and should be ac- 
curately measured and histologically studied, either 
at surgical exploration, extirpation, or at autopsy. 
If the diagnosis of a giant ulcer is made by radiologic 
methods or if no histologic examination is done, a 
3 year clinical follow-up should be made in order to 
avoid including carcinomas of the duodenum. 

The authors report the case histories of 8 patients 
who had benign giant ulcers of the duodenum. The 
giant ulcer causes symptoms similar to those of other 
peptic ulcers; however, the epigastric pain is often 
more intense in these patients and may be referred 
to the right upper quadrant or may radiate directly 
into the back. The giant ulcers are frequently un- 
diagnosed on radiologic examination. Because these 
ulcers are so large, the ulcer crater may be interpreted 
as a normal, slightly deformed bulb. There are 
criteria, however, that are of value in the diagnosis 
of such a condition; one of these is the tendency for 
the ulcer to be outlined with the barium mixture 
as the remainder of the duodenum is emptied of the 
contrast medium. 

It is doubtful that ulcers of such size will heal 
satisfactorily under medical management. Since most 
of the ulcers are posteriorly located, the hazard of 
death from hemorrhage, even while the patient is 
under treatment, is so great that any prolonged at- 
tempts at conservative therapy are precluded. 

At surgical exploration oftentimes a mass is found 
that may be confused with a neoplasm of the pan- 
creas, duodenum, or stomach. As a consequence of 
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these many factors the management of patients with 
giant ulcers of the duodenum presents difficulties, 
not only in diagnosis but also in treatment. It is 
emphasized that in the patient with duodenal ulcer 
who responds poorly to medical management or 
who fails to cooperate, earlier definitive surgical 
therapy may circumvent the ultimate development 
of a giant ulcer and its inherent greater morbidity 
and mortality. — Orville F. Grimes, M.D. 


The Clinical Patterns of Small Bowel Tumors; a 
Study of 32 Cases. James F. Parrerson, ALLAN D. 
Ca.tLow, and Atice ErrinceEr. Ann. Int. M., 1958, 48: 
123. 


THE AUTHORS appraised the symptoms, signs, and 
laboratory findings of 32 patients who had small 
bowel tumors, which had clearly caused symptoms or 
signs. This study was undertaken to determine the in- 
dications for and the accuracy of roentgen, studies as 
well as indications for diagnostic celiotomy. Cases in 
which the tumor was an incidental finding at opera- 
tion or autopsy were excluded. Adenocarcinoma of the 
jejunum was present in 14 patients and lymphosar- 
coma or sarcoma of the ileum in 6. Five patients had 
benign tumors. The remainder had adenocarcinoma 
of the jejunum or ileum, carcinoid of the jejunum or 
ileum, or lymphosarcoma of the jejunum. Most pa- 
tients had one of two clinical patterns. The clinical 
picture in 14 patients was labeled obstruction and was 
characterized by a history of recurrent attacks of 
crampy midabdominal pain often with nausea and 
vomiting. The other prominent clinical pattern, 
which occurred in 12 of the patients, was that of 
blood loss. The remainder of the patients had a vari- 
ety of other clinical patterns which did not lend 
themselves to grouping. The only common abnormal- 
ities among many laboratory tests were anemia and 
occult blood in the stools. When a patient has one of 
these clinical patterns of obstruction or blood loss it is 
wise to request the radiologist to perform an ordinary 
examination of the stomach, duodenum, or colon and 
if this does not show an abnormality sufficient to ex- 
plain the symptoms, special roentgen studies of the 
small bowel are necessary. In many cases tumors of 
the terminal ileum can be best delineated by barium 
enema. Twenty-two patients had resection of the in- 
volved segment of bowel and of local metastatic 
lesions. None of the patients with adenocarcinoma 
who had metastases at operation survived more than 
12 months. Early diagnosis of small bowel tumors re- 
quires a clinician alert to the clinical patterns and a 
radiologist aware of the roentgen abnormalities which 
may be produced by these tumors. 


Spontaneous Perforations of the Cecum (Les perfora- 
tions spontanées du caecum). J. Laraste. 7. chir., 
Par., 1957, 74: 468. 


Srx cases of spontaneous perforation of the cecum are 
discussed, 3 caused by distension and one each asso- 
ciated with inflammatory tumor, ulcer, and eosino- 
philic granuloma. 

The most common cause of spontaneous perforation 
of the cecum is perforation of an inflammatory ulcer. 
Other causes are perforation of a diverticulum, of 
inflammatory or of malignant tumors, perforation 
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secondary to distension or occurring in the course of 
intestinal infections, and postoperative perforations. 

In some cases there is acute onset of severe abdom- 
inal pain in a patient who otherwise is in good health. 
In other patients there are antecedent symptoms 
consisting of constipation and/or intermittent attacks 
of right lower quadrant pain. Perforation of the cecum 
characteristically causes radiation of pain to the 
epigastrium. There is abdominal distension caused by 
pneumoperitoneum. Differential diagnosis inciudes 
appendicitis with peritonitis, gastric and duodenal 
perforations, gangrenous cholecystitis, and rupture of 
adnexal lesions. 

Subacute perforation of the cecum is less frequent. 
The symptoms of this condition resemble those of an 
appendical abscess and are usually diagnosed as car- 
cinoma, ileocecal tuberculosis, or inflammatory 
tumor. 

Pneumoperitoneum is a constant roentgenographic 
finding in patients with free perforation. In cases of 
subacute perforation an air-fluid level in an abscess 
is sometimes seen. 

The type of treatment depends upon the findings at 
exploratory laparotomy. Free perforations may be 
treated by cecostomy or by suture of the perforation 
with ileotransverse colostomy. In some cases of neo- 
plasm right hemicolectomy with resection of the 
mesentery and ileotransverse colostomy may be ac- 
complished in one or two stages. Localized abscesses 
should be treated by laparotomy and drainage. Per- 
forations of tumors of the cecum often require ex- 
tended procedures involving considerable risk. 

Several case reports are given, one is that of a 67 
year old male patient in whom abdominal distension 
developed following the passage of sounds into the 
urethra for stricture. Roentgenograms of the abdomen 
showed a large amount of air in the large and small 
intestine without fluid levels. At laparotomy, per- 
formed under local anaesthesia through a suprapubic 
incision, peritonitis and volvulus of the sigmoid were 
found. The loop of sigmoid appeared strangulated. It 
was treated by exteriorization. The patient died 2 
days later. At autopsy a perforation on the anterior 
wall of the cecum was found. 

—Frederick W. Preston, M.D. 


Ulcerative Colitis; Surgical Indications (Die Indika- 
tionen zur Chirurgischen Behandlung der Colitis 
ulcerosa). F. DEuCHER. Wien. med. Wschr., 1957, 107: 
1050. 


ACUTE ULCERATIVE COLITIS carries an ominous prog- 
nosis. Chronic ulcerative colitis harbors the danger 
that operation may be postponed until it is too late. 
Surgery aims to restore the hopeless patient to health 
and productivity. To achieve this aim at least 50 per 
cent of the patients with ulcerative colitis have to sub- 
mit to operation. 

By contrast, the fate of the patient who is not given 
surgical treatment is indicated by two statistical 
studies. In one group of 23 conservatively treated pa- 
tients, only 1 of 14 survivors was free of symptoms and 
another was crippled by arthritis. The remaining 12 
were under continuous medical supervision for their 
colitis. In another group of 72 patients who were 
treated conservatively over a period of 12 years the 
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initial mortality was “only” 20 per cent, increased to 
50 per cent after 5 years, and was 66 per cent after 10 
years when only 3 of the 24 survivors were in a satis- 
factory condition. 

It should not be difficult to reach a decision to 
operate when all concerned realize that a continu- 
ously progressive course can only lead to death. In 
general, if after intensive therapy no improvement is 
observed, surgical intervention should be considered, 
preferably in the initial 3 weeks. 

Frequently the complications themselves are indi- 
cations for operation. Thus, pseudopolyps of long 
duration are clinically indistinguishable from cancer. 
Malignant degeneration is very hard to recognize in a 
patient with abdominal symptoms of colitis and the 
accompanying cachectic state. Tumors arising on the 
basis of a preceding colitis are anaplastic, invasive, and 
exceedingly malignant. Two of the 4 patients in the 
author’s group with malignant degeneration were less 
than 30 years of age. Stricture formation, anal fistulas, 
internal and external colonic fistulas, and severe un- 
controllable bleeding are some of the local complica- 
tions that are either avoided by early operation or 
may themselves form the indications for surgical inter- 
vention. 

Brucellosis, chron:c arthritis, subacute endocarditis, 
periarteritis nodosa, and Libman-Sacks disease were 
among the mistaken diagnoses made in patients with 
ulcerative colitis. In about 3 per cent of patients the 
presenting symptom was chronic hypochromic anemia 
in hitherto unrecognized regional colitis. Erythema 
nodosum, gingivitis, ulcerations of mouth and genitals, 
and pyoderma accompanied ulcerative colitis. Con- 
junctivitis, iridocyclitis, and corneal ulcers often went 
parallel with exacerbations and remissions of the 
underlying intestinal condition, and only cleared up 
following colectomy. In 3 patients of this series 
colectomy and ileostomy did not influence adversely 
the onset and course of pregnancy and delivery. 

Psychotherapy should be supportive and superficial 
rather than deep in order to avoid setting up new 
conflicts and a possible flare up of the condition. 

By suppressing pain, fever, exudation, and con- 
nective tissue proliferation cortisone may mask an 
impending perforation and should therefore be used 
with caution. — Sidney Smedresman, M.D. 


Cancer of the Ascending Colon; a Statistical Study of 
63 Cases (Cancer du colon droit; étude statistique a 
Propos de 63 cas). B. Y. Yovanovitcu. Lyon chir., 
1958, 54: 32. 


OF PARTICULAR INTEREST in this series is the relative 
frequency of cancer of the ileocecal valve of which 
there were 10 cases. Of these cases, 3 involved only 
the valve, and 7 spilled over into the cecum. The 
precise point of origin of these 7 cases could not be 
determined. Also of interest is the fact that histologi- 
cally 16 of these cases were found to be scirrhous car- 
cinoma. Both figures are considerably higher than 
those which have been reported in other series. 
Perineoplastic infection was present in 8 cases. Can- 
cer of the ascending colon appears initially as an in- 
fectious syndrome often resembling an appendical 
problem much more often than cancer of the de- 
scending colon, sigmoid, and rectum, or of the trans- 
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verse colon. The author also points out the much 
greater difficulty of diagnosis of cancer of the ascend- 
ing colon as compared to cancer of the descending 
and transverse colon, since incomplete filling of this 
part of the colon and of the ileocecal valve can cause 
confusion during examination with a barium enema. 
In 12 cases a laparotomy was required to make the 
diagnosis. — Roger H. L. Wilson, M.D. 


Evaluation of a Packaged Retention Enema in Prep- 
aration for Proctosigmoidoscopy. FRANK K. Apsor, 
Lee S. Monrog, and Francis M. Spencer. U. S. 
Armed Forces M. F., 1957, 8: 1761. 


THE AUTHORS are impressed by the inadequacy of 
customary methods of bowel preparation for procto- 
sigmoidoscopy. Six hundred sixty-six patients were 
prepared solely by injecting the contents of a plastic 
squeeze-bottle of a mixture of sodium biphosphate and 
sodium phosphate (Fleet’s) into the rectum just prior 
to the examination. They were instructed to retain it 
as long as they were able and then to evacuate the 
bowel contents as completely as possible. If the rectum 
and sigmoid were clear of feces upon examination, the 
preparation was graded as excellent; if a small amount 
of easily removed liquid or solid feces remained, as 
good; if a large amount of feces remained which 
necessitated excessive swabbing or aspiration, as poor. 
Preparations thus were excellent in 78.5 per cent, 
good in 18.5 per cent, poor in 3 per cent. Of the latter, 
a repeat enema sufficed to clear the bowel. Lack of 
resultant bowel spasm is a further desirable feature. 
This type of preparation is readily available, accepta- 
ble to the patient, and need not involve auxiliary ward 
personnel. A drawback is the difficulty in obtaining 
adequate rectal smears for detection of parasitic infes- 
tation following this type of preparation. 
—Sheldon Oscar Burman, M.D. 


Tumors of the Colon and Rectum (Tumori del colon 
e del retto). R. Riccerr and F, Tomat. Policlinic, sez. 
chir., 1957, 64: 308. 


THE AUTHORS report on the results of radical treat- 
ment of cancers of the colon and rectum at the Uni- 
versity of Rome during the 10 years from 1946 to 1956. 
In general a right hemicolectomy is performed for 
tumors on the right side and a left hemicolectomy for 
tumors on the left side. Sphincter-saving procedures 
are resorted to for tumors more than 6 cm. above the 
anal orifice. 

A radical procedure was carried out on 106 patients 
of a total of 190 (55 per cent) with an immediate post- 
operative mortality of 11 per cent (12 cases). There 
were 66 per cent living after 3 years and 46 per cent 
after 5 years. 

Of particular interest are the results obtained in 
rectal cancer. An abdominoperineal resection was 
carried out on 48 patients while the telescoping 
sphincter-saving operation was used on 25 patients. 
The 3 year survival for the Miles operation was 65.3 
per cent and for the sphincter-saving procedure it was 
34.7 per cent. At the end of the 5 year period the 
figures were changed very little, the results showing 
63.6 and 36.4 per cent, respectively. The authors 
believe that although these figures would seem to 
favor the abdominoperineal resection the fewer 
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number of cases in which the sphincter-saving opera- 
tion was used makes the comparison inaccurate. A 
larger number of cases will have to be compared in 
which both operations are used on an equal basis. 
The authors believe that the figures will be im- 
proved with perfecting of the adopted techniques and 
earlier diagnoses to increase the operability which is 
now 55 per cent. —Lucian J. Fronduti, M.D. 


Intraperitoneal Perforation of Carcinoma of the Rec- 
tum (Contributo allo studio dei tumori del retto; 
cancro del retto perforato in peritoneo libero. Inter- 
vento di urgenza con amputazione del retto sec. Hart- 
mann; Guarigione). ALpo Sovena. Policlinico, sez. 
prat., 1957, 64: 1537. 


THE AUTHOR reports on a 59 year old female who was 
admitted to the St. John Hospital in Rome with acute 
abdominal pain. The diagnosis was an acute gen- 
eralized peritonitis with the primary cause probably 
in the pelvic organs. She was given plasma, whole 
blood, and glucose solution intravenously with some 
improvement in her condition. 

The patient was operated upon and a lower midline 
incision was made. A large amount of turbid foul- 
smelling fluid was aspirated and a mass the size of a 
small orange involving the intraperitoneal rectum 
was found. A large craterlike opening was present on 
the anterior aspect. An abdominal resection of the 
rectum was carried out according to the method of 
Hartmann. Some difficulty was encountered in closing 
the distal stump because of infection of the tissues. An 
iliac colostomy was carried out. The wound was 
closed in layers with rubber gauze drainage of the 
pelvic cavity and installation of abundant succinyl- 
streptomycin-penicillin powder. 

The patient was treated with terramycin, strepto- 
mycin, and penicillin. On the tenth day she developed 
a phlebothrombosis of the left lower extremity and this 
was treated with tromexan. On the twenty-fourth day 
roentgen therapy was started and she was given 25 
treatments with a daily dose of 200 roentgens. The 
patient has been well after a follow-up period of 2 
years and is now receiving her third course of roentgen 
therapy. 

A review of the literature is presented. 

—Lucian 7. Fronduti, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Effect of Permanent Alteration of Hepatic Blood 
Flow upon Biliary Secretion. BERNARD FisHEr, Sit 
H. Lez, and E. J. Fepor. Arch. Surg., 1958, 76: 41. 


FoLLowinc previous laboratory investigation of arte- 
rialization of the liver approximately 10 per cent of 
the animals died of acute cholecystitis, and at autopsy 
common ducts were found to be distended with 
biliary “sludge.” It was suggested that perhaps the 
marked increase in hepatic blood flow attendant on 
this procedure had altered the character of the bile. 
Investigation of the literature concerning the rela- 
tionship of the hepatic blood flow to volume and 
composition of bile revealed conflicting and incom- 
plete information that was obtained under conditions 
which were not entirely satisfactory. 
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Thirty-two adult mongrel dogs were used for the 
experiments, which were carried out under general 
anesthesia. The animals were prepared with cannulas 
so that bile drained normally into their intestinal 
tract except during periods of sampling, and the 
following observations were made: 

1. End-to-side portacaval shunt, although reducing 
hepatic blood flow by approximately 50 per cent, 
produced no significant alteration in bile volume, 
cholic acid, bilirubin, or bile cholesterol from control 
animals. . 

2. Arterialization of the portal circulation increased 
liver blood flow two to three times normal and ele- 
vated intrahepatic vascular pressure. No alteration in 
volume or composition of bile was observed. 

3. Biliary secretion, both in volume and content, is 
independent of variations of portal flow, and probably 
of total hepatic blood flow, except insofar as the latter 
is necessary to maintain hepatic cellular integrity. 

— Matthew H. Evoy, M.D. 


Hepatic Biopsy. Anatomopathologic and Clinical 
Considerations (La biopsia epatica; considerazioni 
anatomo patologiche e cliniche). ALpo BERGAMINI. 
Arch. ital. pat. Clin. Tumori, 1957, 1: 1141. 


From 19 CADAVERS, procured in the period between 
June, 1956 and June, 1957, biopsy specimens were 
taken from the region of the liver margin and the 
region of the hepatic dome to the right of its suspen- 
sory ligament. The material included 13 male and 6 
female bodies representing subjects ranging in age 
from 16 days to 76 years. In none of these specimens 
was the liver directly involved in the cause of death. 

The biopsy specimens taken from the hepatic 
margins exhibited, quite constantly, newly formed 
connective tissue extending down from the capsular 
area into the hepatic parenchyma and tending to 
break up and destroy the normal lobular architecture. 
This change appeared to become more pronounced as 
the subject became older; in one child of 16 days and 
another of 54 days it was barely perceptible. Other 
changes noted in this region of the liver in all cases 
were aberrant bile ducts and vessels. In several in- 
stances of cardiovascular failure congestive phenom- 
ena were evident; in 1 instance of renal disease fatty 
degenerative changes were observed. 

In the biopsy specimens from the region of the 
hepatic cupula there was quite constantly a thicken- 
ing of the capsule; not, however, of such grade as to 
compromise the lobular structure. The changes here 
observed were more specific in character than those 
in the marginal region. For example, in the subjects 
dying of chronic renal disease there were grave 
changes in the liver parenchyma, the most severe and 
constant of which were those of fatty degeneration; 
in those with cardiovascular affections there was 
always evidence of acute and chronic congestion. In 
the children dying of bronchopulmonitis there were 
no hepatic changes worthy of mention in the cupular 
biopsy specimens. 

The author concludes that the specimens procured 
from the region of the dome of the liver were of a 
more specific character, offering more in the matter 
of diagnostic information and responding more char- 
acteristically to the general affection which was diag- 
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nosed from the other findings. These considerations, 
therefore, make the author favor the hepatic cupular 
biopsy method. He believes that with the advent of 
modern surgical methods the previous objections to 
the cupular biopsy, such as the greater difficulty of 
the procedure and the danger of hemorrhagic com- 
plications, are no longer to be seriously considered. 
However, he does not wish to be understood as con- 
tending that the marginal biopsy is not of value; he 
wishes merely to emphasize the more advantageous 
results and the greater relia’ ‘tty of the biopsy pro- 
cured from the region of th me of the liver. 
- W. Brennan, M.D. 


Primary Carcinoma of the « in France (Le cancer 
primitif du foie en France). JEAN-PIERRE BENHAMOU 
and René Fauvert. Sem. hép. Paris, 1958, 34: 1. 


Or THE 25 cases reviewed by the authors 23 were 
hepatomas or hepatocholangiomas and 2 were 
cholangiomas. In 19 (76 per cent) of these cases there 
was an associated cirrhosis. 

In France, primary cancer of the liver is found in 
2.36 per cent of the autopsies __.. represents 10.83 
per cent of all cancers. The relative frequency of pri- 
mary cancer in France is due to a high occurrence of 
alcoholic cirrhosis. 

Cirrhosis is actually a predisposing cause. Primary 
cancer is 14 times more frequent among the cirrhotics 
than among the noncirrhotics. It is estimated that 
cancer of the liver will develop in 6.4 per cent of the 
patients with cirrhosis. 

The usual picture of cancer is that of severe cir- 
rhosis. Pain in the right hypochondrium, pulmonary 
metastasis, and acute spontaneous hemoperitoneum 
indicate this diagnosis. The results of laboratory tests 
approximate those in ordinary cirrhosis. An elevated 
alkaline phosphatase or hypoglycemia may arouse 
suspicion. A definite diagnosis of cancer is often made 
only at autopsy; at other times it is determined by a 
puncture biopsy or an exploratory laparotomy. 

Surgical treatment can be considered only in those 
rare cases when there is no cirrhosis and the tumor is 
limited to one lobe. —L. S. Cherney, M.D. 


Migration of Foreign Bodies into Biliary and Pan- 
creatic Ducts (Die Einwanderung von Fremdkoerpern 
in die Gallen- und Pankreasgaenge). ERNst KERN and 
WERNER HuweE. Langenbecks Arch. u. Deut. &schr. Chir., 
1957, 286: 301. 


ON THE Basis of 18 cases observed by the authors the 
possibility of the presence of foreign bodies in the 
biliary and pancreatic ducts is discussed. Reflux of air 
into the biliary ducts has no pathognomonic im- 
portance but may be of great value in differential 
diagnosis, as in the case of gallstone ileus. Reflux of air 
as well as of liquid or particles of solid food can also be 
observed in cases of spontaneous (perforation) fistula 
or after surgical anastomosis between the biliary duct 
and the gastrointestinal tract. Food particles in the 
biliary ducts inevitably lead to infection. Of 14 pa- 
tients with postoperative anastomoses or spontaneous 
fistulas, 10 had marked symptoms of cholangitis. In 4 
cases a repeated laparotomy had to be performed. If 
all other therapeutic measures are unsuccessful, the 
authors recommend the Billroth II gastric resection as 
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the best way of preventing the passage of food particles 
into the biliary ducts. 

Two additional cases of an active migration of para- 
sites (Ascaris) into the choledochus and the pancreatic 
duct are discussed. Cholangitis and acute pancreatic 
necrosis were observed. In these cases the mechanical 
factors seemed to be of less importance than anaphy- 
lactic and allergic processes as well as the presence 
of the bacteria which caused the infection. 

—Victor R. Fablokow, M.D. 


Contribution to the Study of Extrahepatic Biliary 
Perforations (Contributo allo studio delle perfora- 
zioni delle vie biliari extraepatiche). CESARE Cossa.t 
and Benepetto Ross. Boll. Soc. piemont. chir., 1957, 
27: 913. 


THE AUTHORS Classify extrahepatic biliary perforation 
into choleperitoneum and biliary peritonitis. In the 
first group there is an extravasation of noninfected 
bile whereas in the latter group sepsis is an added 
factor. They believe such a distinction is of importance 
from a diagnostic, symptomatic, and prognostic point 
of view. 

Choleperitoneum causes mild clinical symptoms, 
which are associated with bradycardia. Only modest 
(500 c.c.) amounts of bile are found at surgery, and 
the bile is considered a transudate. Seventy-five per 
cent of the cases are associated with cholelithiasis. 
Local inflammation and reflux of enzymes may play 
a role. The biliary tract is anatomically intact. 

Biliary peritonitis results from perforation in the 
biliary system. In the majority (75 per cent) of cases 
it is secondary to calculosis. Congenital defects, 
trauma, typhoid, and helminthiasis have also been 
incriminated. The clinical picture is more acute and 
treatment is urgent. Repair of the perforation may be 
attempted after correction of the primary pathologic 
condition but in general, drainage is advised. 

The authors report 3 clinical cases in detail: a per- 
foration of the gallbladder secondary to acute chole- 
cystitis, a perforation of the cystic duct associated 
with perforation of a duodenal ulcer, and a perfora- 
tion of the common duct in a 7 year old girl. The 


_latter was believed to be a delayed effect of trauma. 


—George L. Nardi, M.D. 


Spontaneous and Postoperative Biliary Fistula (Ezio- 
patogenesi e terapia delle fistole biliari spontanee e 
postoperatorie). A. NAapotirano and M. Mancuso. 
Ann, ital. chir., 1958, 34: 567. 


THE AUTHORS report on 38 cases of biliary fistula ob- 
served at the University of Rome during the period 
from 1947 to 1956. Twenty-nine of these were post- 
operative and 9 were spontaneous in origin. 

In the postoperative series 15 followed surgery of 
the biliary tract and 13 followed surgery of the liver 
parenchyma, most of the operations being performed 
for echinococcus cyst. In the spontaneous series 5 were 
of the bronchobiliary variety and followed echinococ- 
cic cysts, 2 were caused by duodenal ulcers, 1 was 
caused by a common duct stone, and in one case the 
cause could not be determined. 

In the treatment of these fistulas the cause of the 
biliary hypertension should be removed. When the 
cause is secondary to damage to the biliary ducts fol- 
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lowing surgery, an end-to-end anastomosis after recon- 
struction of the biliary tree is the method of choice. If 
an end-to-end anastomosis is not feasible, a biliary- 
intestinal anastomosis is used. If the lesion is high in 
the common duct or if the hepatic ducts are involved, 
the anastomosis is difficult and may be impossible. In 
2 cases with involvement of the hepatic ducts a double 
barrel anastomosis was accomplished by sectioning a 
loop of small bowel in the third arcade and then per- 
forming a side-to-side anastomosis leaving the ends to 
be anastomosed to the right and left hepatic ducts. 
One of them required a second procedure because of 
stenosis of one of the anastomoses. The ultimate re- 
sults were satisfactory in both cases. 
A review of the literature is included. 
—Lucian 7. Fronduti, M.D. 


Medical Complications of Operative Bile Duct In- 
juries. Joun W. Norcross and Joun L. Davey. N. 
England J. M., 1957, 257: 1216. 


THE AUTHORS discuss 400 patients with bile duct 
injuries taken at random from a larger group of pa- 
tients treated for this condition at the Lahey Clinic 
in the 20 years following 1935. 

Among the common complications observed in the 
period immediately after bile duct injury are episodes 
of cholangitis, development of external or internal 
biliary fistula, the intraperitoneal collection of bile, 
and electrolyte imbalance. 

If the surgical injury involves only a partial block- 
ing of the bile ducts, the symptom complex of chills, 
fever, jaundice, dark urine, and light stools, usually 
associated with pruritis and sometimes with pain, is the 
result of an ascending biliary tract infection. The in- 
fection may lead to purulent cholangitis or liver ab- 
scess. In this series, all of the patients had cholangitis. 

If the duct is severed at the time of the original 
operation, an external biliary fistula develops along 
the tract established by a tube or drain. Such a fistula 
may persist or may subside in favor of a spontaneously 
developing internal biliary fistula. If the external 
fistula persists, hypoprothrombinemia develops, which 
may lead to purpura or frank bleeding. A profound 
electrolyte imbalance may occur from the loss of 
large quantities of bile externally. The internal bili- 
ary fistulas are complicated by repeated episodes of 
cholangitis. External fistula occurred in 145 of the 
patients in this series and internal fistula occurred in 
124 patients. 

Intraperitoneal collection of bile occurred in 32 of 
the patients in this series and required drainage in 
each case. 

Frank electrolyte imbalance with hyponatremia, 
hypokalemia, and hypochloremia with acidosis was 
present in 12 of the patients in this series. 

The remote complications after injury of the biliary 
tree are numerous. Among the hepatic complications 
are biliary cirrhosis, with portal hypertension, and 
congestive splenomegaly with or without hyper- 
splenism. This complication may be accompanied by 
the development of esophageal varices with or with- 
out hemorrhage. Biliary cirrhosis occurred in 103 of 
the 400 patients who were studied. Splenomegaly was 
present in 82 cases and bleeding from esophageal 
varices occurred in 27. 
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Hypersplenism occurred in 11 patients and 7 pa- 
tients had evidence of hemolytic anemia. Anemia 
was found to be present in a total of 128 patients. 
Hypoprothrombinemia was found to be present in 94 
patients and in these, frank bleeding occurred in 11. 

Pancreatitis was found to occur as a presumed 
complication of bile duct injury in 5 per cent of the 
cases. 

Three cases of bronchobiliary fistula were found in 
this series and in one of these a lobectomy was per- 
formed. . 

In this series, there was one death from suicide and 
11 patients became addicted to narcotics. 

Among the other complications found were skin 
complications such as pruritis, metabolic complica- 
tions such as hypoproteinemia, and miscellaneous 
complications such as carcinoma of the bile ducts, 
which was found in 2 patients. 

Throughout the series, it was shown that the liver 
has a remarkable ability to recover once a free flow 
of bile is established. Recovery will occur only if the 
hepatic damage has not progressed to widespread 
fibrosis. —John 7. Bergan, M.D. 


The Relationship of a Biliary Lipoprotein ““Complex” 
to Some Theories of Gallstone Formation. KERRISON 
JUNIPER, JR. Am. Surgeon, 1958, 24: 45. 


RECENT ELECTROPHORETIC STUDIES of bile suggest new 
aspects concerning the mechanism of gallstone forma- 
tion. Most gallstones contain large amounts of cho- 
lesterol and lesser amounts of calcium bilirubinate 
pigment. Cholesterol is the principle component of 
most gallstones, pigment is the next most common 
component, and calcium carbonate is found in a 
smaller percentage of gallstones. There has been a 
voluminous literature on gallstone formation including 
theories dealing with stasis, infection, protein altera- 
tions, colloidal phenomena of the biliary tract, and 
systemic metabolic changes. The more significant of 
these theories are reviewed in this paper. 

In this study bile samples were submitted to paper 
electrophoresis and the strips were then stained with 
bromphenol blue for protein, with Sudan black for 
lipids, and were studied for the natural color of bile 
pigments. In normal bile, the protein, lipid, and pig- 
ment migrate concomitantly and appear in one area 
of the paper, suggesting the presence of a single com- 
ponent containing protein, lipid, and pigment. This 
also correlates with the studies of other workers, which 
indicate that a complex containing these elements is 
present in normal gallbladder bile although the 
molecular weight and composition of the complex 
varies. In gallbladder disease, the lipoprotein complex 
is occasionally increased, but more often it is reduced 
or absent. Other more dominant protein bands appear 
which do not migrate in the same way as the normal 
protein. 

On the basis of these studies, the hypothesis is ad- 
vanced that the gallbladder mucosa secretes a lipopro- 
tein which serves as a‘‘ complexing” substance to hold 
pigment and cholesterol in solution while bile is being 
concentrated. Disease of the gallbladder decreases the 
secretion of this lipoprotein, thereby reducing the 
stability of bile and favoring gallstone formation. In 
addition, abnormal proteins resembling albumin and 





mucin appear in the bile. These may contribute in 
some way to the instability of the bile. This theory 
represents a change from earlier considerations of pro- 
tein changes which held the proteins to be responsible 
for the formation of stones. The lipoprotein is not 
found in hepatic bile. — Hermes C. Grillo, M.D. 


Traumatic Rupture of the Spleen; Report of 11 Cases. 
A. R. Gaum and Davip Gaum. Canad. M. Ass. J., 1958, 
78: 189, 


THE AUTHORS report 11 cases of rupture of the spleen 
encountered from 1949 to 1956. Six of these were the 
result of automobile accidents and 5 were due to falls 
or blows. Some of these accidents were of such minor 
degree that the patients had forgotten about their 
occurrence. Delayed rupture of the spleen is of great 
importance and one patient required treatment 9 days 
after his accident. Fracture of the ribs is important 
in suggesting the diagnosis in an adult. The authors 
stress the importance of the clinical signs of hemor- 
rhage, the localization of pain in the left upper quad- 
rant, and the occasional presence of pain in the left 
shoulder tip area. In this series, abdominal pain was 
frequently generalized. The roentgenographic findings 
in this series were disappointing. Four cardinal signs 
are to be searched for in the flat plate of the abdomen: 
elevation of the left diaphragm, increased density in 
the left upper quadrant, displacement of the stomach 
toward the right, and the presence of free fluid be- 
tween the loops of intestine. .—Alan Thal, M.D. 


Traumatic Rupture of the Spleen from Nonpenetrat- 
ing Injuries, L. Parsons and J. E. THompson. Ann. 
Surg., 1958, 147: 214. 


THE SPLEEN is the abdominal organ most commonly 
injured from nonpenetrating injuries to the trunk. 
Twenty-two per cent of a series of 119 patients with 
nonpenetrating abdominal injuries seen at the Roose- 
velt Hospital had injury to the spleen. The most com- 
mon cause of injury was automobile accidents, fol- 
lowed by falls as a second cause. The adult male in 
the third and fourth decade is most commonly pre- 
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disposed to this injury. The most frequently associated 
injury of other organs was that to the left kidney. 
Fracture of the left lower rib cage was a frequent as- 
sociated finding. 

The symptoms were those of internal hemorrhage 
with signs of peritonitis localized in the left upper 
quadrant of the abdomen. Shoulder pain on the left 
side was present in 8 of the 26 patients. Fifty-eight 
per cent of the patients were in mild to severe shock. 
Anemia was usually not present and leucocytosis was 
inconsistent. X-ray signs of splenic rupture are: (1) 
increase in density of the left upper quadrant; (2) 
elevation of the diaphragm with diminished motion; 
(3) downward displacement of the gastric bubble and 
colon; (4) serration of the greater curvature of the 
stomach; and (5) reflex gastric dilatation. Rib frac- 
ture is, of course, important. With 48 hours as an 
arbitrary time limit, there were 5 cases of delayed 
rupture, in 2, 2, 3, 5, and 41 days, respectively. This 
corresponds roughly with an incidence of 14 per cent 
of delayed ruptures in the literature. Study of the de- 
layed cases seems to indicate that the rupture is the 
result of rupture of a subcapsular hematoma or exacer- 
bation of hemorrhage initially controlled by tam- 
ponade effect. 

Splenectomy was the treatment used in all cases. 
There was no mortality in the patients operated upon, 
although there were a number of complications, 
particularly pulmonary in nature. 

When splenic rupture is suspected laparotomy is 
indicated. It is probable that some injuries of the 
spleen undergo spontaneous healing, but the risk of 
conservatism is too great. Care in removal is es- 
sential; damage to the tail of the pancreas must be 
avoided particularly. The mortality is increased by 
the presence of open wounds and multiple injuries. 
Delay is much to be avoided. Even the presence of 
shock is not a contraindication to this type of hemo- 
static surgery. The authors also comment on “spon- 
taneous rupture”’ of the normal spleen in the absence 
of disease and find no evidence in their experience to 
support this entity. —Hermes C. Grillo, M.D. 
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UTERUS 
Colposcopy—Neglected Method of Cervical Evalua- 


tion. WARREN R. Lana. 7. Am. M. Ass., 1958, 166: 
893. 


THE COLPOSCOPE is essentially a low powered bi- 
nocular microscope designed to provide a three 
dimensional view of the cervical portio and other 
accessible areas of the genital tract. It is a means of 
examining surface morphology with reference to 
changes in epithelial architecture, topography, and 
thickness, in addition to modifications of vascular 
pattern. In the cervix four types of atypical change 
are observed: simple leucoplakia, ground leucoplakia, 
mosaic leucoplakia, and noniodine-staining areas. 
Also, there may be true erosion (as distinguished from 
cervical ectopy), abnormal blood vessels with pro- 
liferation, and abnormal transformation zones. It 
should be explained that colposcopic leucoplakia 
refers to increased epithelial opacity and is not 
synonymous with either clinical or histologic leu- 
coplakia. 

While there is no one change or group of changes 
specific for malignant conditions as observed by 
colposcopy, atypical changes (both qualitative and 
quantitative) are strongly suggestive. Moreover, 
colposcopic methods are valuable in determining 
the exact areas of epithelial abnormalities and, 
therefore, the best locations for biopsy. 

Forty-nine cases of cervical cancer (38 grossly 
evident) observed by the author exhibited com- 
binations of the mentioned atypical changes, and 
thus illustrate the value of this procedure. It is the 
author’s opinion that colposcopy offers unique op- 
portunities, now neglected, for research on the in- 
flamed cervix, the healing cervix, and the cervix in 
childhood, pregnancy, and in the aging woman. 
Other problems for study include the morphogenesis 
of incipient cancer, the regression of early cancer, 
radiation changes, and recurrence. 

—Lester T. Hibbard, M.D. 


The Incidence of Endometriosis Interna in 120 Cases 
of Carcinoma of the Endometrium. Joseru T. 
GIAMMALVO and KENNETH KapLan. Am. 7. Obst., 
1958, 75: 161. 


In a srupy of 120 uteri which contained endometrial 
carcinoma, 40 or 33 per cent had endometrial glands 
well within the myometrium. In a control group of 
264 uteri of the same age distribution without carci- 
noma, 40 or 18 per cent showed uterine endometriosis. 
In the latter group the uteri were surgically removed 
for a variety of clinical diagnoses. When these cases of 
hysterectomy were placed in consecutive 5 year age 
groups, the authors noted that the ages of the patients 
at the time of operation formed a distribution curve 
with the greatest number of operations occurring in 
patients between the ages of 55 and 59. 

Application of the chi-square formula indicated 
that the greater incidence of endometriosis interna in 





these cases of carcinoma of the uterine body was 
statistically significant. Extensive endometriosis in- 
terna was found more often in the cancer group than 
in the control group, whereas the incidence of endo- 
metriosis did not vary significantly with either the 
type of carcinoma or its degree of differentiation. 

The result of this study places endometriosis in- 
terna among the disturbances in growth associated 
with endometrial carcinoma and suggests a possible 
common etiological background. 

—Ely Elliott Lazarus, M.D. 


The Prognosis of Carcinoma of the Endometrium in 
Its Different Stages Treated by Surgery Combined 
with Postoperative Radiotherapy. LENNART LIND- 
GREN. Acta. obst. gyn. scand., 1957, 36: 426. 


A Group of 525 patients with carcinoma of the endo- 
metrium were referred to the Radiumhemmet, Stock- 
holm, for postoperative radiotherapy during the years 
1910 to 1950. The type of surgery which had been 
done on the outside could not always be assessed, but 
it fell short in a large number of cases of what has 
been routine treatment for this disease in recent years: 
panhysterectomy with adnexectomy. The principal 
aim of postoperative radiotherapy is to reduce the in- 
cidence of vaginal recurrence which is estimated at 
about 12 per cent after primary surgery without radia- 
tion. At the Radiumhemmet the vaginal scar and 
walls are irradiated by radium in the vagina. If the 
cervix has been retained, radium is applied to the 
endocervix in addition, and occasionally deep x-ray 
therapy is also given. Areas of local metastatic growth 
are further treated with brachyradium, teleradium, 
or x-ray. 

The corrected 5 year and 10 year survival rates 
were as follows: group 1, carcinoma corporis uteri 
(347 cases) 83.8 and 75.8 per cent respectively; 
group 2, carcinoma corporis uteri and endocervicis 
(29 cases) 42.9 and 39.1 per cent respectively; and 
group 3, carcinoma uteri and ovarii (35 cases) 62.9 
and 50 per cent respectively. These figures suggest 
that the spread into the endocervix occurs at an ad- 
vanced stage of the disease while involvement of the 
ovary can occur at an early stage when the uterine 
infiltration is still superficial. If the patients had pelvic 
recurrences at the time when they were first seen at 
the Radiumhemmet, their 5 and 10 year survival 
rates were as follows: group 1 (102 cases) 41 and 21.7 
per cent respectively, group 2 and 3 (6 cases each) 
33.3 and O per cent in each group. If the depth of 
infiltration of the uterine wall is related to 5 year sur- 
vival rates, it is evident that superficial infiltration 
(less than half of the uterine wall) has a much better 
prognosis (90 as against 60 per cent) than the deeply 
infiltrating group. There are no significant prognostic 
differences when a histologic classification (Reuter- 
wall’s groups 1 to 9, 1941) is employed, but it was 
significant that superficial infiltration was more com- 
mon in highly differentiated adenocarcinomas. The 
prognosis was definitely worse when complete removal 





of the tumor was impossible or perforation had oc- 
curred at the time of surgery or preoperative curet- 
tage. The 5 and 10 year survival figures were 33 and 
20 per cent respectively compared with 80 and 75 per 
cent in the group in which the growth was completely 
removed, 

There was no significant difference in prognosis 
between patients who had had supracervical or total 
hysterectomy, provided the cervix was not involved 
primarily, and all cervices remaining were treated 
with radium. If the cervix was involved at the time 
of diagnosis, supracervical hysterectomy carried a 
very poor prognosis. The consistent improvement in 
survival rates when both adnexae were removed in 
addition to total hysterectomy was probably not 
statistically significant. In the group of superficial 
infiltration which constituted two thirds of the cases, 
removal of the adnexae made no difference in the 
final outcome. Deeply infiltrating carcinoma occurred 
three times more frequently in the second group 
(endocervical involvement) than in any other group, 
and was always advanced and carried a poor prog- 
nosis, particularly when the growth could not be com- 
pletely removed. When the ovary was involved 
(group 3) and all tumor was removed, prognosis was 
remarkably good (80 per cent 10 year survival), but 
none of the patients were alive after 10 years when 
the operation was incomplete. The fact that carci- 
noma of the endometrium can spread along the 
fallopian tube relatively early in the disease should 
be taken into account when the value of diagnostic 
hysterosalpingography is debated in these cases. 

A relationship between the radium doses given and 
the results could not be established. Doses were small 
compared with those employed in primary radiation 
treatment, but they can be presumed to be adequate 
in view of the excellent survival rates in cases of 
superficial cancer. No serious complications attribut- 
able to radiation were encountered. Of 347 patients 
with carcinoma uteri who received prophylactic radio- 
therapy, 14.7 per cent had recurrences. It appeared 
from the figures that postoperative prophylactic 
radiotherapy lessens the risk of vaginal recurrence. 
Recurrence limited to the vaginal vault and walls was 
present in 78.4 per cent af 102 patients who were re- 
ferred to the Radiumhemmet for treatment of re- 
currences, while of 51 patients with recurrences after 
radiotherapy only 41.2 per cent had a tumor in that 
location. It was obvious from the material that post- 
operative radiation cannot be planned adequately 
unless the degree of infiltration is known. 

—W. Dieter Bergman, M.D. 


Ethnological Factors in the Etiology of Cancer of the 
Uterine Cervix. R. E. Rewe.v. 7. Obst. Gyn. Brit. 
Empire, 1957, 64: 821. 


THE AUTHOR discusses geographical and ethnological 
factors in the etiology of cancer of the uterine cervix 
as observed by him at the Government Hospital for 
Women and Children, Madras, India. Because so 
many women never seek medical help, no statement 
regarding the incidence was possible other than that 
it is obviously a common disease in South India. 
Similarly, follow-up data are almost impossible to 
obtain in this area of the world because of the dif- 
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ficulty of tracing poor, ignorant, illiterate, and 
frightened women without an enormous staff of 
sympathetic social workers. Even the simple matter 
of obtaining a history becomes a formidable assign- 
ment. The time of origin of important medical events, 
for example, is almost always related to such items 
as the last local flood. 

However, the author was able to present three 
statistically acceptable conclusions: 

1. Even when allowance is made for the greater 
proportion of older women in the British population, 
cervical cancer in South India occurs, on the average, 
10 years earlier than in Britain. 

2. Almost all South Indian women marry about 
9 years earlier and have their first child 5 years earlier 
(on the average) than those in Britain. The author 
suggests that the coincidence between the earlier 
onset of the disease and earlier marriage is too striking 
to be fortuitous. 

3. No significant difference was found between 
the proportion of cases among Muslim women whose 
husbands are circumcised and Hindu women whose 
husbands are not. —T. W. McElin, M.D. 


Carcinoma of Cervix Uteri in a 9 Menth Old Girl 
(Rak szyjki macicy u dziewieciomiesiecznej dziew- 
czynki). ALINA KomorowskA, JANINA LinrEcKA, and 
Maria Rutu-MazurkiEwicz. Gin. polska., 1957, 5: 
539. 


THE caSE of a cancer of the uterine cervix in a 9 
month old girl is reported. The mother brought the 
child to the hospital because of a bloody vaginal dis- 
charge. The child at that time was in good general 
condition. 

The rectal examination revealed an enlarged uterus. 
By means of vaginal examination (after hymenotomy) 
it was possible to visualize a cervical tumor. Biopsy 
revealed an adenocarcinoma. The parents did not con- 
sent to operation and the patient was discharged. Only 
at the third admission to the hospital was it possible 
to perform an exploratory laparotomy. However, this 
time the condition of the child was very poor and it 
was necessary to prepare her for operation with several 
blood transfusions. Laparotomy revealed a tumor 
originating in the cervix and infiltrating both adnexa. 
Several adhesions connected the tumor with the small 
bowel. Because of the advanced stage of the cancer 
the case was inoperable. The child died the next day. 
Autopsy confirmed the diagnosis of an adenocarci- 
noma of the uterine cervix that had spread into the 
pelvis. 

Carcinoma of the cervix uteri is extremely rare in 
children. The first case of this condition, in a 7 year 
old girl, was reported in the world medical literature 
by Glockner in 1909. Later on, Bumm described a 
sarcoma of the uterus (rhabdomyosarcoma) in a 7 
year old girl, and Adams reported a case of uterine 
teratoma in a 2.5 year old girl. In 1947 Pollack and 
Taylor registered only 30 cases of cervical cancer in 
females up to 20 years of age. 

Cervical cancer in children is very malignant and 
consequently has a very poor prognosis. Even an early 
diagnosis does not assure a cure because the radical 
treatment, a difficult and mutilating operation, seldom 
is accepted by the patient’s parents. 

















According to the observations on 365 cases made by 
Bodiane (1951) malignant tumors of the genitourinary 
tract and genital organs in children occur more rarely 
than malignant conditions of the urinary tract and 
nervous system. This is the reverse of what is seen in 
adults. Likewise, the histology of tumors in children is 
different. Jasinski and Madejczykowa (1956) investi- 
gated 147 malignant tumors in children up to the age 
of 15 years and found 6 per cent of them to be of 
epithelial origin; on the other hand, according to 
Paller (1952) this kind of tumor among adults above 
40 years of age represents 95 per cent of all malignant 
conditions. 

In children malignant tumors of the body and cervix 
of the uterus can be epithelial carcinoma, adeno- 
carcinoma, or sarcoma. The last one occurs more 
frequently and is very malignant, spreading quickly in 
the pelvic cavity. The least frequent is the adeno- 
carcinoma (5.4 per cent of all uterine cancers). The 
adenocarcinoma is resistant to radiotherapy. 

At the present time we do not have sufficient ex- 
perience to decide what is the best treatment of uterine 
cancer in children. The reported cases in the literature 
do not give us a clear answer. Ludwig reported a good 
result in a case of cervical cancer in a 16 year old girl 
treated by radiotherapy and followed up for 3 years. 
Bonner described a cure after 19 months in a case of 
cervical cancer in a 13 year old girl treated by hys- 
terectomy and radiotherapy. Also D’Aquericca had a 
good result in a 14 year old girl treated by cervical 
amputation and radiotherapy. All the cases mentioned 
were diagnosed by biopsy as adenocarcinomas. 

The authors’ impression is that the best results can 
be achieved by early operation followed by radio- 
therapy. 

The reported case shows the importance of thinking 
of cancer when a young girl has a bloody vaginal 
discharge. —M. Srokowski, M.D. 


Carcinoma of the Cervix at Chelsea Hospital for 
Women, 1933-1956. J. B. BLAIKLEY, M. LEDERMAN, 
and C. A. Simmons. Lancet, Lond., 1957, 2: 1329. 


THE AUTHORS reviewed the treatment of cancer of 
the cervix at Chelsea Hospital for Women during the 
years from 1933 to 1956. Since 1944 all patients 
at the Chelsea and the Royal Marsden Hospitals 
suitable for radiation were treated as a joint project. 
After examination under anesthesia and after path- 
ological studies were done, therapy was decided upon 
jointly by the surgeon and the radiation therapist. 

Prior to 1944 surgery was the treatment of choice 
for carcinoma of the cervix, but since then the 
majority of the patients are irradiated. The treatment 
is outlined and results of both methods of therapy 
are shown. 

Cases of stump carcinoma and carcinoma com- 
plicating surgery are included. 

—Byford F. Heskett, M.D. 


Modern Surgery in Cancer of the Cervix Uteri and 
of the Breast (La moderna chirurgia del cancro del 
collo uterino e della mammella). J..L. BRENIER. Riv. 
ostet, gin., Firenze, 1957, 12: 1. 


IN DESCRIBING his experiences with modern surgery 
in cancer of the cervix and of the breast, the author 
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gives preference to the more radical approach. He 
attributes a rather limited diagnostic value to the 
radioisotopes and at the same time makes clear that 
the cobalt bomb is too recent to permit definite con- 
clusions now. He grants that great strides have taken 
place in the chemical, biological, and hormonal areas 
of experimental medicine. To this phase he assigns 
only an auxiliary role. Generally speaking, he divides 
the therapy into various types. The first consists of a 
combined radium-surgical method for cancer of the 
breast, tongue, thyroid, and uterus. The second favors 
a more extensive removal of the tumor mass together 
with a direct attack on the adjacent lymphatics and 
other viscera that may have become involved. More 
efficient administration of anesthesia and better ways 
of combating shock have made it possible to enlarge 
the surgical concepts which form the basis of present 
day techniques. The antibiotics have greatly con- 
tributed to this more optimistic outlook by making it 
easier to control postoperative infections. The more 
extensive surgical attack has given the operator a 
much greater leeway in eliminating tributary lym- 
phatic zones which in the past have served as nests 
for future metastases. To achieve this, one has to re- 
move nearby viscera or organs in whole or in part. 

For instance, a gastrectomy for cancer of the 
stomach may necessitate a splenectomy or a partial 
pancreatectomy. The point is made that a stand- 
ardized surgical procedure is never desirable, because 
each case must be studied individually and the method 
that best suits the condition is the one to follow. To 
this concept the author applies the term “‘controlled 
surgery.” When a clear-cut diagnosis of cancer of the 
cervix is made, the treatment favored by the author 
consists in applying radium to the cervix and corpus 
uteri. This is followed 6 to 8 weeks later by a laparot- 
omy. If there is reason to suspect lymphatic involve- 
ment, either a Wertheim or a Tailhefer operation is 
performed. The former is for the obese and the poorer 
risks in general. The Tailhefer is preferred for the 
better risks, and consists of a panhysterectomy with 
widespread and lateral pelvic dissection. Tailhefer 
reports 3 per cent mortality and Dargent 8 per cent. 

In mammary cancer Halsted is mentioned as the 
father of the all surgical method. Later the combined 
x-ray and surgery came into vogue. The controversy 
still rages as to whether one should apply the x-rays 
before or after the operation. 

What the author considers of fundamental impor- 
tance is the recent technique, which dissects the 
internal mammary artery and removes the lymphatic 
chains along its path. In France this is facilitated by 
removing 3 rib cartilages. 

When the subclavicular lymph nodes are involved, 
the dissection is followed by removal of the inner 
half of the clavicle. 

Taking into account the hormonal influence in the 
development of this form of cancer, the author is in 
the habit of subjecting younger patients, not in the 
menopause, to surgical castration. According to Per- 
rault, the pituitary gland should be exposed to x-rays 
a few times before castration. The discussion ends by 
mentioning the fact that many patients with cancer 
of the breast are alive 10 to 15 years following the 
initial operation. —Vincent Ippolito, M.D. 














Sterilization by Cesarean Hysterectomy. EucENE C. 

SANDBERG. Obst. Gyn., 1958, 11: 59. 

BETWEEN 1949 and 1956, 1,012 cesarean sections were 
performed at Stanford University Hospital and 97 of 
them were followed by hysterectomy. ‘These were di- 
vided into indicated and elective types. ‘The 7 indi- 
cated cases included hemorrhage sufficient to jeopar- 
dize the life of the patient, and pelvic carcinomas, be- 
lieved by the operator to be best treated by removal 
of the uterus and in some cases the tubes and ovaries. 
In rupture of the uterus only poorly controlled bleed- 
ing was included as an indication to remove this organ. 
Uterine myomas, regardless of size, were not consid- 
ered indications for hysterectomy. Elective hysterec- 
tomies were those performed for a variety of benign 
lesions, and in every instance sterilization was recog- 
nized as the ultimate objective. This division of cases 
is considered by the author to be vital in evaluating 
the degree of hazard associated with this sterilization 
technique, because of the shock, hemorrhage, obstetric 
pathology, and possible infection present in the indi- 
cated cases. 

In 90 of the 97 cases reported, the hysterectomy was 
considered elective and in 7, indicated. The indications 
in the 7 cases were carcinoma of the cervix 2, uterine 
atony 2, placenta previa 1, couvelaire uterus 1, and 
accidental extension of the cesarean incision into the 
uterine artery 1. The average amount of blood re- 
placed in the indicated group was 1,400 c.c. and in the 
elective group 500 c.c. 

There was no maternal mortality, and morbidity 
was less frequent in the elective group; the hospital 
Stay was the same in both groups. The bladder was 
perforated 7 times in the series, 6 times by the same 
operator. The perforations were recognized and 
closed. Four patients, one in the indicated group and 
3 in the elective group, required reoperation for intra- 
pelvic bleeding. 

The author discusses the literature and comments 
regarding convalescence, ovarian function, and psy- 
chic factors. He compares the procedure with tubal 
ligation. 

The author stresses that only experienced surgeons 
should attempt the procedure, that meticulous selec- 
tion should be practiced, and that the patient should 
be thoroughly acquainted with the procedure. 

— Byford F. Heskett, M.D. 


EXTERNAL GENITALIA 


Burns of the Vagina and Cervix Following the Use 
of Potassium Permanganate. M. Leo Bosrow and 
STANLEY FRIEDMAN. .V. York State 7. M., 1958, 58: 527. 


Eicuty-six cases of vaginal and cervical burns fol- 
lowing the use of potassium permanganate are re- 
ported from the gynecologic service of Harlem Hos- 
pital in New York City. The authors were of the 
opinion that potassium permanganate had been in- 
troduced in tablet form for the purpose of producing 
abortion in each case. The interval between the in- 
sertion of the tablets and the onset of bleeding varied 
from several hours to a week. The bleeding frequently 
was profuse and painless. Almost half of the patients 
were in shock on admission. Careful speculum exami- 
nation of the entire vagina was often necessary to iden- 
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tify the superficial, more or less round, ulcerations, 
Most of the ulceration occurred in the upper one- 
third of the vagina or in the fornices close to the 
cervix. 

The combination of profuse, bright red vaginal 
bleeding, a closed cervix, and a pregnant uterus should 
make the examiner suspicious of an attempted chemi- 
cal abortion. An abortion rate of 3.7 per cent was 
obtained by the use of this medication which is, of 
course, considerably less than the spontaneous abor- 
tion rate. 

Thorough washing of the vagina with tight vaginal 
packing seemed to be the simplest method of manage- 
ment. A Foley catheter was used in the bladder and 
antibiotics were given routinely. Only 2 cases re- 
quired suture of eroded blood vessels. ‘There were no 
fatalities and virtually no morbidity in this series. The 
average hospital stay was 4 days. 

The authors conclude with a plea to the state and 
federal governments for legislation barring the sale of 
potassium permanganate without a doctor’s prescrip- 
tion. —T.W. McElin, M.D. 


Primary Carcinoma of the Vagina. James A. MERRILL 
and Wituiam T. Benper. Obst. Gyn., 1958, 11: 3. 


A series of 28 cases of primary carcinoma of the 
vagina, collected over a 26 year period, has been 
presented. They represent 1.3 per cent of the genital 
malignant conditions seen at the University of Cali- 
fornia during this period. 

Bleeding was the most frequent symptom, and 
nearly one half the patients delayed 6 months or 
longer before seeking medical care after the onset of 
symptoms. 

The upper third of the vagina was the most fre- 
quent site of the lesion, on either the anterior or pos- 
terior wall. Lesions which involved the lower third of 
the vagina had a poor diagnosis. The outcome was 
better in those patients with involvement of the an- 
terior wall than in those with posterior wall involve- 
ment. 

Twenty-seven of the tumors were squamous cell 
carcinoma and one was an adenocarcinoma of 
mesonephric duct origin. The majority of the tumors 
showed a moderate degree of differentiation. In this 
series the typical tumor was one composed of transi- 
tional cells, with moderately abundant cytoplasm 
and large nuclei. Pleomorphism was not pronounced. 
There were occasional epithelial pearls, keratiniza- 
tion, and some intracellular bridges. Mitotic figures 
were found, but were not abundant. 

Most of the patients did not have far-advanced 
disease when first seen. The outcome was definitely 
related to the extent of the disease as judged by 
clinical staging and size of the lesion. Of 25 patients 
followed up 5 years or longer, 7 (28 per cent) sur- 
vived. Of the total group of 28 patients who were 
treated prior to 1954, 9 (32 per cent) survived for 3 
years. 

All but 3 of the patients were treated by radiation. 
The techniques of therapy varied greatly. In many 
instances the radiation was judged to be inadequate, 
and in this group the results of treatment were un- 
favorable. A combination of x-ray and radium gave 
a better success rate than the use of either modality 
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alone. The formation of fistula was not a problem 
in this series. Control of the local disease appears to 
be tantamount to cure. The use of ultraradical sur- 
gery was not successful in 3 patients. The role of rad- 
ical surgery should be held sub judice. If surgery is 
to be employed, one must not compromise in thor- 
oughness, and the lesions which may be suitable 
are those located in the outer third of the vagina 
without distant spread. 

The successfully treated patients have been re- 
viewed. The best prognosis can be expected in a pa- 
tient with a small lesion located in one of the fornices, 
which is treated by radiation. 

—Ely Elliott Lazarus, M.D. 


MISCELLANEOUS 


Uroflometric Observations in Gynecologic Patients. 
WattTeER P. PeTeR and Witiarp M. Drake, JR. 7. 
Am. M. Ass., 1958, 166: 721. 


GRAPHIC RECORDS obtained during the process of 
urination were analyzed especially with regard to the 
maximum rate of discharge (in cubic centimeters per 
second) from the bladder. Records obtained from 70 
nonpregnant and 455 pregnant women led to the con- 
clusion that the inability to retain 200 c.c. of urine in 
the bladder or to attain a rate of discharge of at least 
20 c.c. per second at some time during urination indi- 
cates vesicourethral malfunction. 

Most women remained normal by this criterion 
throughout pregnancy, and more than 77 per cent 
were found to be so 6 weeks postpartum. The ab- 
normal rates of flow associated with such conditions 
as cystocele are illustrated by 7 case histories. This 
method of study is helpful for diagnosis and also for 
determining the effectiveness of treatment. 

—Alan Rubin, M.D. 


Colposcopy; the Results of Its Routine Employment 
in 1,000 Gynecological Patients. AppEL FATTAH 
YoussEF. 7. Obst. Gyn. Brit. Empire, 1957, 64: 801. 


THE AUTHOR reviews the enthusiastic acceptance 
of the colposcope by many continental clinics and 
the almost complete disregard of this instrument by 
British and American authors. He recalls that Wil- 
fred Shaw wrote “the technique should be regarded 
as one of the most important advances in clinical 
gynaecology.” 

The author reviews the specific defects and in- 
adequacies of inspection and palpation, Schiller’s 
test, the vaginal smear method, and biopsy tech- 
niques, and states that each of these methods may 
be importantly supplemented by the colposcope. He 
summarizes his experience with 1,000 routine col- 
poscopic examinations, excluding cases of obvious 
carcinoma of the cervix. He describes his technique 
and gives a concise description of the colposcopic 
appearance of normal and abnormal cervices. He 
estimates that it requires an average of 5 to 7 minutes 
to colposcope a given patient. Among 1,000 gyne- 
cological patients submitted to routine colposcopy, 
the presence of atypical or suspicious-appearing 
epithelium was noted in 122 or 12.2 per cent. Re- 
moval of the suspicious area or areas under colposcopic 
vision led to the detection of 6 cases of very early 
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(clinically unrecognizable) invasive carcinoma, and 
11 cases of carcinoma in situ. 
—T. W. McElin, M.D. 


The Role of the Sperm in Accidents of Gestation (Le 
role du facteur sperme dans les accidents de la gesta- 
tion). J. GuEGUEN. Presse méd., 1958, 66: 136. 


THE AUTHOR believes that the probable cause of re- 
peated accidents of gestation (abortion, miscarriage, 
stillbirth and malformation) of certain women is an 
abnormality of the sperm of their husbands. The au- 
thor’s conviction is based on a follow-up of 170 cases 
of which 43 probably belong to this group. 

The gestations of certain women who were impreg- 
nated by different males were very instructive. The 
infants born alive to these women belonged always to 
one father while the pregnancies which terminated in 
abortion were of another mate who had an abnormal 
sperm. 

Abnormalities of the sperm which are the cause of 
these accidents of gestation can be of different types, 
with (1) less than 35 million spermatozoids in 1 c.c. 
of semen, (2) more than 40 per cent of immobile 
spermatozoids during the first hour after the emission, 
and (3) more than 40 per cent of abnormally formed 
spermatozoids. 

Usually these abnormalities are combined. The 
accidents of gestation due to abnormal sperm may be 
various, but more often they are manifested as an 
abortion in the first trimester of pregnancy (84 abor- 
tions of 113 accidents in the author’s observations). 

No correlation was found between the nature of an 
accident, the time of its occurrence, and the type of 
abnormality of the sperm. 

It seems that it would often be possible to avoid 
these accidents of gestation by a treatment adminis- 
tered during the pregnancy: It appears that the fer- 
tilization by an abnormal sperm causes the disturbance 
of hormonal equilibrium. This was confirmed by 15 of 
17 cases in which a hormonal determination was made. 

The live infants of women whose husbands had the 
abnormal sperm were in the large majority of the fe- 
male sex: among 17 children 14 were girls and 3 were 
boys. Two of these boys were born with hypospadias 
which can be considered as a malformation directed 
toward the female sex. 

In the couples in which the woman is affected by 
habitual accidents of gestation due to the abnormal 
sperm of her husband, she very often represents a 
relative sterility, which means that pregnancies seldom 
occur even though contraceptives are not used. 

There is a syndrome of relative sterility and repeated 
accidents of gestation. When this syndrome is found 
an investigation of the male should be instituted. 

—M. Srokowski, M.D. 


The Importance of Candida mycosis, Moniliasis, in 
Gynecology and Obstetrics (Die Bedeutung der 
Candidamykosen, Moniliasis, fuer Gynaekologie und 
Geburtshilfe). ERNst RUTHER, HANs RieEtH, and Hans 
Kocn. Geburtsh. & Frauenh., 1958, 18: 22. 


CanpipDA mycosis is found in patients of all ages. Even 
a newborn can show the results of this infection when 
it is only 3 to 4 days old. The most important symp- 
toms are itching and a vaginal discharge. Examina- 














tion and insertion of a vaginal speculum is very pain- 
ful. Infected women are liable to infect their husbands 
as well as their babies and should therefore have 
intensive treatment. The symptoms are especially 
severe at the time of menstruation. Detailed mycologic 
examinations are essential to evaluate the type of 
fungal infection and this identification can be done by 
the method of Lodder and Kreger-van Rij. 

A study of 400 women is presented. In 200 of them, 
of whom 25 were pregnant, clinical evidence of fun- 
gus infection of the vagina was present and in 85, 
monilial organisms were cultured. In the control 
group there were also 200 women, all of whom were 
asymptomatic. In this group, which included 100 
pregnant women, 44 proved to be harborers of mo- 
nilia. After reviewing all different methods of treat- 
ment, the authors favor local treatment with myco- 
statin, applied daily intravaginally for 3 to 5 days. 

Recurrences are difficult to evaluate, since in many 
instances there is reinfection, especially via the intesti- 
nal tract. Oral treatment with mycostatin is available 
to free the intestines from the causative fungus. 

— Sylvain Van de Rijn, M.D. 


Treatment with Radioactive Gold in Gynecology (Die 
Therapie mit Radiogold in der Gynaekologie). R. 
Kepp. Geburtsh. & Frauenh., 1958, 18: 10. 


RADIOACTIVE GOLD is one of the most valuable iso- 
topes, because of its favorable half-life and the very 
good emission spectrum. Its half-life is 2.69 days 
which means that the activity after 10 days is de- 
creased under 10 per cent and after 18 days under 
1 per cent of the original activity. Its radiation is 
mixed, consisting of 95 per cent B-rays with an 
average energy of .34 m.e.v. and 5 per cent y-rays 
with an average energy of .411 m.e.v. In the be- 
ginning the @-ray radiation is predominant and later 
the y-ray radiation. After the radiation is completed, 
the Au! is converted into stable mercury, the 
amount being so small that it does not have practical 
value. 

The B-rays have an average penetration of 1 mm. 
(maximum of 3.8 mm.) into the tissues, so that in 
intracavitary application especially, surface radiation 
results. Colloidal radioactive gold is a dark-red liquid 
with a particle size of about 50 millimicrons. In 
intracavitary application the radioactive material is 
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retained in the macrophages on the surface of the 
serosa and is transported from there to the lymph 
nodes. The concentration in these lymph nodes is 
considerable, but the material is stored only in 
healthy tissue. The carcinomatous cells in these nodes 
are not able to do this. They benefit, however, from 
the radiation of the radioactive material surrounding 
them. Also after injection of radioactive gold directly 
into tumor tissue, a considerable amount is found in 
the lymph nodes, giving a beneficial effect to possible 
carcinoma present in these nodes. The intraperitoneal 
injection of radioactive gold in gynecology is most 
often used in malignant conditions of the ovary, as 
postoperative radiation and in inoperable cases. 

Large amounts of ascites have to be drained first, 
but when there is no intraperitoneal fluid present at 
all, then it is necessary to use 300 to 500 c.c. of normal 
saline solution together with the radioactive suspen- 
sion, which will improve the even distribution of the 
suspension. A dose of 100 to 500 millicuries is recom- 
mended, to be repeated in 2 to 3 months, if desired. 
A dose of 150 millicuries will result in a radiation of 
4,000 roentgens to the peritoneal surfaces, 6,000 
roentgens to the omentum, 10,000 to 30,000 roentgens 
to the retroperitoneal and mediastinal nodes, 100 
roentgens to the liver, 500 roentgens to the spleen, 
and 100 to 500 roentgens to the lungs and the bone 
marrow. The total y-ray radiation will in this case 
be 750 roentgens. : 

The results were favorable: of 21 patients, 4 were 
symptom free after 4.5 years, 5 longer than 3.5 years. 
After the removal of all cancerous tissue 75 per cent 
were symptom free, and after incomplete removal 42 
per cent—a much better result than with previous 
methods of treatment. 

Injection of radioactive gold suspension has also 
yielded better results. A dose of 100 to 130 milli- 
curies of gold equally divided over both parametria 
in addition to 6,000 to 8,000 milligram hours of 
radium in 2 sessions was employed. Out of a total 
of 24 cases, there were 90.8 per cent 5 year cures in 
stage 1 cervical cancers and 88.7 per cent in stage 2 
cancers. No results are available yet for stage 3 cases. 
Similar improvement in the results was obtained in 
cases of cervical cancer by combining surgery and 
preoperative irradiation with radioactive gold. 

— Sylvain Van de Rijn, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Ectopic Pregnancy; Early Diagnosis, Clinical Errors, 
and Conservative Operation. PENDLETON TOMPKINS. 
California M., 1958, 88: 27. 


THE AUTHOR reports that in 8 years 26 diagnoses of 
ectopic pregnancy were made, 5 of which were false, 
and 3 were not made promptly enough. 

He stresses the importance of feeling an adnexal 
mass, and if the mass is unruptured he thinks it is 
more or less typical. Ninety per cent of the ectopic 
pregnancies presented a palpable mass, and only one 
case erroneously diagnosed as ectopic pregnancy had a 
mass. 

He believes patients should be seen early, shortly 
after the first missed period, because the pelvic findings 
before an ectopic pregnancy show symptoms of great 
comparative value. 

The author found decidual casts unreliable in mak- 
ing the diagnosis of ectopic gestation. Two of 4 cases 
in which such casts were passed were not ectopic 
pregnancies. 

The author believes in enucleating the tubal preg- 
nancy from the tube, and cites one case that developed 
into a normal pregnancy, also 2 cases of ectopic preg- 
nancy in opposite tubes which later became normal. 
Salpingograms are shown to prove patency before and 
after the ectopic pregnancy. 

—Byford F. Heskett, M.D. 


Salt in Pregnancy. Marcaret Rosinson. Lancet, Lond., 
1958, 1: 178. 


A PREVIOUS INVESTIGATION of cramps of pregnancy 
indicated that salt successfully relieved cramps in a 
large number of patients. Subsequent examination of 
data indicated that the incidence of toxemia in this 
group of patients treated for cramps was no higher 
than in a similar group in the prenatal clinics during 
the same period. Consequently it was decided to study 
the relation of salt intake to the outcome of pregnancy. 

Alternate patients were placed into high and low salt 
groups. The high salt groups, in addition to being ad- 
vised to eat food high in salt content were also advised 
to add additional salt in cooking and to food at the 
table. The low salt groups were advised to take low 
salt food and to discontinue the use of salt in cooking 
and at the table. After 200 women had been delivered 
under this regime, half in each group, it was felt safe 
to continue the investigation on a larger scale. 

The final study group contained 1,019 women who 
had been placed on a high salt diet, and 1,000 women 
who had been placed on a low salt diet. The incidence 
of edema, perinatal mortality, intrapartum hemor- 
rhage, and bleeding was found to be lower in the 
group of patients on the high salt intake. On the other 
hand, the incidence of postpartum hemorrhage, pre- 
maturity, congenital abnormalities, and breech 
presentation was found to be the same. The mean 
weekly weight gain was about the same in both 
groups. During the investigation several women in the 
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high salt group developed transitory symptoms of 
toxemia. Prior to admission to the hospital these pa- 
tients were placed on even higher salt intake in an 
effort to really develop a latent toxemia if such could 
be done. However, it was noted in several of them 
that the pressure returned to normal and remained so. 
All told, 20 women with early toxemia were treated 
with accessory salt; all were benefited. The sooner 
additional salt was introduced and the larger the 
amount taken, the better the response. The salt had 
to be continued, however, until delivery. 
— James F. Donnelly, M.D. 


Phenothiazine Derivatives in the Treatment of Ec- 
lampsia. M. K. Krisuna MEnon. 7. obstet. gin. India, 
1957, 8: 97. 


A REPORT on 150 cases of eclampsia treated by a com- 
bination of chlorpromazine, diethazine, and pethidine 
is presented. The incidence of the recurrence of fits 
with this therapy fell to 10.9 per cent in the severe 
type, and in the mild cases there was no recurrence. 
The beneficial effects of the phenothiazine derivatives 
in preventing pulmonary edema, hyperpyrexia, and 
shock, and in the maintenance of good urinary output 
are emphasized. 

Nine cesarean sections were done in this series, 
indication being failure to control the convulsion in 
spite of 8 to 10 hours of treatment. So far, in a total of 
34 cesarean sections done for eclampsia only one 
mother has been lost. 

The maternal mortality in this series has been re- 
duced to 2.3 per cent and the fetal to 28.5 per cent. 

Supplementing conservative therapy with pheno- 
thiazine derivatives and pethidine and cesarean sec- 
tion in nonresponsive cases, has helped in reducing 
the maternal mortality to a level which has not been 
reached at any time during the last 20 years. 

The place and the value of planned cesarean section 
in eclampsia not responding to sedation are pointed 
out. — John R. Wolff, M.D. 


Pregnancy and Coarctation of the Aorta. J. F. Goop- 
win. Lancet, Lond., 1958, 1: 16. 


COARCTATION OF THE AORTA occurs in approximately 
1 in 1,500 persons, with males predominating 3 to 1. 
It is occasionally complicated by pregnancy. The 
author attempts to evaluate the risks of the two con- 
ditions occurring in the same patient. 

A study of autopsies has shown that adult patients 
with coarctation usually die before the fifth decade of 
life. The causes of death are aortic rupture or dissec- 
tion, bacterial endoaortitis or endocarditis, congestive 
heart failure, and cerebral vaseular accidents. Any 
attempt to assess the hazards of coarctation must take 
into account the presence of added cardiovascular 
lesions. Hypertension is rarely severe and although 
systolic pressure may sometimes be high, the pressure 
is extremely labile. Resection of the coarctation, with 
or without the use of a graft, is now an established 
procedure. The mortality is about 5 to 10 per cent, 





usually 5 per cent in cases without complications. 

Including the author’s 13 cases, 136 cases of coexist- 
ent coarctation and pregnancy have been cited in the 
literature. The mortality of pregnancy complicated by 
coarctation is 9.5 per cent; the average age of death 
is 33 years. The mortality rate of coarctation in preg- 
nancy does not exceed that of coarctation alone. The 
normal hazards of coarctation are to be expected in 
addition to those of pregnancy. The two most com- 
mon single causes of death are aortic rupture and 
aortic aneurysm. The most frequently cited explana- 
tion for rupture is rising pressure in pregnancy or 
labor, which causes the aortic wall to burst. 

The presence of additional heart disease may radi- 
cally alter the picture of coarctation, because the 
hazards of heart failure and bacterial endocarditis are 
added. Although it is not possible to compare ac- 
curately the risks of coarctation with added cardiac 
disease in the pregnant and in the nonpregnant woman 
it is reasonable to suppose that the risks are likely to 
be greater in pregnancy. 

The author suggests that patients with uncompli- 
cated coarctation be allowed to go to term and be de- 
livered by the vaginal route with a shortened second 
stage. Very careful watch should be kept during preg- 
nancy for signs of aortic infection and of aortic aneu- 
rysm. When serious heart disease is present, a much 
more serious view must be taken. The pregnancy 
should then preferably be terminated before the 
twentieth week. If the pregnancy has progressed fur- 
ther, the management should be that of any pregnant 
patient with heart disease, except that resection of the 
coarctation may still be considered. If pregnancy 
must be terminated because of added cardiac disease, 
sterilization should not be carried out unless it is cer- 
tain that neither the cardiac lesion nor the coarctation 
is amenable to future surgical correction. 

— Warren R. Lang, M.D. 


The Value of the “Halo Sign” in the Diagnosis of 
Intrauterine Fetal Death. ULF BorELL and INGMAR 
FERNSTROM. Acta radiol., Stockh., 1957, 48: 401. 


In 1947 DEUEL DESCRIBED a new roentgenographic 
sign which he considered to be diagnostic of intra- 
uterine fetal death and which he termed “ Heiligen- 
schein.” He stated that whereas in the live fetus 
roentgenograms show the subcutaneous fat of the 
scalp as a translucent line directly in contact with the 
cranial vault, in the dead fetus a space can be seen 
between the fat and the bones, producing a “halo” 
effect. 

Forty-two cases of intrauterine fetal death occurring 
between 1943 and 1957 were studied. Fetal death had 
occurred between the seventh and tenth lunar months 
of pregnancy, and the interval between the death of 
the fetus and roentgenographic examination of the 
mother varied between 2 hours and 4 weeks. 

The halo was observed in 14 of the 42 cases. In the 
cases in which intrauterine fetal death had occurred 
less than 48 hours prior to the roentgenographic 
examination the halo was not visible. In about half of 
the cases in which the fetus had been dead one week 
or more, a space was visible between the subcutaneous 
fat and the underlying bone. This space was demon- 
strated as early as the seventh month of pregnancy. 
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The following conditions enter into the differential 
diagnosis. First, in caput succedaneum, when this 
forms on the presenting part, the subcutaneous fat is 
also found to be raised away from the underlying 
bone. However, the roentgenographic appearance in 
the two conditions is quite different. Also, when the 
fetal head lies close to the uterine wall the thin layer 
of fat that is frequently present immediately outside 
the latter could simulate a halo. The fetal scalp fat 
was, however, visible between that layer and the 
bones of the fetal scalp in practically all such cases. 
Finally, excessive molding of the fetal head may also 
be misleading. However, careful analysis of the films 
can establish a correct diagnosis of this situation also. 

—RHarry Fields, M.D. 


The Problem of Spontaneous Abortion; the Genesis 
of Spontaneous Abortion. J. D. Gray, CARL TupPERs 
and J. A. Rowse. Am. 7. Obst., 1958, 75: 43. 


WHILE a parallelism between spontaneous abortion 
and the collagen diseases—particularly rheumatoid 
arthritis—may seem far-fetched, nevertheless, they 
share certain common features. First, the majority of 
cases of spontaneous abortion demonstrate collagen 
plaques and fibrinoid necrosis in the placental villi 
which are analagous to the soft tissue lesions of 
rheumatoid arthritis. Second, when the above histio- 
logic changes are present, maternal serum will agglu- 
tinate sheep red blood cells—a response which is also 
the basis of a diagnostic test for rheumatoid arthritis. 
Third, the agglutinating substances found in both 
conditions are similar as demonstrated by identical 
absorption patterns. 

The authors have compared the sera of a series of 
unmarried healthy women, healthy women at term, 
healthy women at the end of the first trimester of 
pregnancy, and women at the end of spontaneous 
abortion. The first three groups acted as controls. 
Two agglutination tests were employed: a modification 
of the Rose-Waller test using sheep red blood cells 
and a modification of Platz and Singers’ test to demon- 
strate the flocculation of colloidal latex. 

These tests were positive in 29 of 30 cases of spon- 
taneous abortion showing collagen lesions of the villi. 
Among 10 other spontaneous abortions not exhibiting 
collagen changes, there were 9 negative tests and one 
false positive reaction. Five of the 9 cases were asso- 
ciated with other pathologic changes known to cause 
abortion. In the remainder, the cause of abortion 
could not be determined. 

There is good evidence that this agglutinating factor 
is an antibody. First, the Rose-Waller and flocculation 
tests agree. Second, a preparation of placental ex- 
tract inocculated into rabbits produces a comparable 
serologic response. Third, the sera obtained from 
postabortal cases show a reversion to normal after the 
removal of the placental stimulus. Experimental evi- 
dence suggests that this antibody is produced in re- 
sponse to the stimulation from a polysaccharide anti- 
gen originating in the ground substance of the placen- 
tal villi, where gamma metachromasia is the earliest 
histiologic change. 

Antibody absorption experiments on sera taken 
from patients with rheumatoid arthritis and those 
who have had abortion reveal a nonspecific inhibitor 
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—present in placental extract, ox cells, and guinea 
pig kidney—which returns high agglutination titres 
to normal. This absorption pattern differs from that 
of the heterophile antibody of infectious mononucleosis 
which is not absorbed by placental extract and only 
weakly absorbed by guinea pig kidney. 

Based on these observations, it is hypothesized that 
a polysaccharide from the ground substance of the 
placental villus passes through the epithelium into 
the maternal blood stream, and, acting as a specific 
antigen, stimulates the maternal lymphoreticuloendo- 
thelial system to produce a divalent antibody. In nor- 
mal pregnancy, the placenta is protected from a sub- 
sequent local antigen-antibody reaction by its own 
nonspecific inhibitor. In the majority of cases of spon- 
taneous abortion, a lack of nonspecific inhibitor allows 
a local antigen-antibody reaction which produces a 
mucopolysaccharide and eventuates in collagen pro- 
liferation. Unexplained are the factors which govern 
the demand for inhibitor and why one pregnancy, 
protected by inhibitor, goes to term while a succeed- 
ing pregnancy, deficient in inhibitor, ends in the first 
trimester. 

To summarize, there is evidence to indicate that 
autoimmunization may be an important factor in pro- 
ducing both collagen disease and collagen degenera- 
tion of the placenta leading to spontaneous abortion. 

—Lester T. Hibbard, M.D. 


LABOR AND ITS COMPLICATIONS 


Elective Induction of Labor; Analysis of 500 Cases. 
Luciano S. J. Sorro and Rosert H. WILDHACK. 
Am. F. Obst., 1958, 75: 28. 


OxsERVING that the use of pitocin in the induction of 
labor is a popular but still controversial procedure, 
the authors analyzed 500 consecutive cases of elective 
induction of labor in a single private hospital. Pa- 
tients with previously ruptured membranes and pa- 
tients with medical or obstetric indications for induc- 
tion were excluded. 

In all cases, artificial rupture of the membranes 
either preceded or followed the administration of 
pitocin. In 72 per cent of the cases, fractional doses of 
pitocin were administered intramuscularly. Pitocin, 
administered by intravenous drip (one unit per 100 
c.c.), was used in 23 per cent of the cases and pitocin 
was administered intravenously following the failure 
of intramuscular administration in 5 per cent of the 
cases. 

While patients were selected according to the cri- 
teria of the individual physicians (all board qualified 
or certified), each patient was also evaluated by one 
of the authors, and categorized as being either favora- 
ble or unfavorable for induction. To be favorable, the 
following standards were applied: the patient judged 
to be at or near term, no evidence of disproportion, 
and a soft yielding cervix dilated at least 2 centimeters. 
For the primipara, there had to be 50 per cent efface- 
ment, an anterior cervical os, and the vertex at a minus 
one station; for the multipara, a partial effacement 
and the vertex at a minus three station. 

When patients were so classified, induction was gen- 
erally successful for the favorable group. Among 74 
primiparas who were judged favorable for induction, 
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72 were delivered within 12 hours, one had a pro- 
longed labor, and section was performed for dispro- 
portion in one. Among 344 favorable multiparas, 335 
were delivered within 8 hours,6 had a prolonged labor, 
and one failed to go into labor. Two sections were 
performed, one for abruption of the placenta and one 
for disproportion. 

In contrast, 15 per cent of the unfavorable primip- 
aras had prolonged labors and induction failed in 35 
per cent. Sixteen per cent of the unfavorable multip- 
aras had prolonged labors and induction failed in 11 
per cent. There was one section for a prolapsed cord 
late in the first stage of labor. In addition, the number 
of postpartum hemorrhages was twice that expected. 

There were no maternal deaths. The gross perinatal 
mortality was 0.4 per cent and the corrected mortality 
was 0.0 per cent (one death due to anencephalus). 
Seven of the 500 infants were premature and 14 had 
some degree of respiratory difficulty. One had atelec- 
tasis and one suffered a fractured clavicle. As men- 
tioned, there was one prolapsed cord. 

Tetanic uterine contractions occurred twice with 
intravenous administration of pitocin and once with 
intramuscular administration. It was believed that 
these incidents might have been avoided by rigid 
adherence to proper technique. 

The authors conclude that elective induction of 
labor can be safe znd successful with minimal compli- 
cations, but only if cases are properly selected and 
pitocin is carefully administered. 

—Lester T. Hibbard, M.D. 


Castor Oil as an Adjunct to Induction of Labor; 
Critical Re-evaluation. G. C. Nasors. Am. 7. Obst., 
1958, 75: 36. 


THE HEADs of departments of obstetrics of 50 Ameri- 
can medical schools were polled on the use of castor 
oil for the induction of labor. Of 32 who replied 16 
never use castor oil, but 16 use it some of the time. 

In order to test the value of castor oil, the author 
studied 114 consecutive and unselected cases of in- 
duction of labor. In each case, the membranes were 
ruptured and serial doses of pitocin were administered 
intramuscularly. In addition, the following measures 
were employed: nothing, an enema, castor oil, or cas- 
tor oil plus an enema. 

The results indicated that the addition of castor oil 
added nothing to induction, either in decreasing the 
number of failures or in shortening labor. The con- 
clusion reached was that castor oil has no merit other 
than to empty the bowel, which is easily and more 
comfortably accomplished by an enema. In the words 
of one professor who returned the questionnaire, it is 
‘a dehydrating, debilitating, drastic drug; it should 
be used on machinery only’’. 

—Lester T. -Hibbard, M.D. 


The Choice Between Death from Postmaturity and 
Death from Induction of Labor. G. F. Grszerp. 
Lancet, Lond., 1958, 1: 64. 


AN ATTEMPT has been made to estimate the saving of 
infant life that could be achieved by preventing post- 
maturity. The estimate of risk due to postmaturity has 
been based upon the incidence of fetal and neonatal 
death from anoxia in circumstances which do not offer 
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any clear alternative explanation for the fatality. On 
this basis it is possible to estimate the maximum possi- 
ble loss of life that can be attributed to the post- 
maturity itself. 

In all of the cases in which pregnancy passes the 
forty-first week the loss directly due to postmaturity is 
less than 1.2 per cent, possibly considerably less. It 
probably varies from something less than 0.4 per cent 
between the forty-first and forty-second weeks to some- 
thing less than 4.3 per cent after the forty-fourth week 
has been passed. In a midwifery practice with about 
8,500 viable births, a perfect method of induction of 
labor used on 2,600 occasions immediately before the 
forty-first week of pregnancy was completed did not 
save more than 14 infant lives. When used on 115 
occasions immediately before the forty-fourth week was 
completed the method did not save more than 2 in- 
fant lives. 

There is reason to believe that in postmaturity arti- 
ficial rupture of the membranes carries with it 
dangers to the fetus that are considerably greater than 
those which the interference is designed to circumvent. 

In uncomplicated cases, with our present imperfect 
methods of induction of labor, it is probably better to 
avoid the treatment of postmaturity altogether rather 
than to embark on a rigid policy of prevention by the 
induction of labor. —Alan Rubin, M.D. 


Perinatal Mortality, with Special Consideration of 
Secondary Hospital Delivery as a Factor in ‘Pre- 
ventable” Deaths (Ueber perinatale Mortalitaet, 
insbesondere ueber die Bedeutung der sekundaeren 
Kliniksgeburt fuer die Entstehung der ‘“vermeid- 
baren”? Todesfaelle). ALmut ScHROTER and Kurt 
W. Scuuttze. Geburtsh. @ Frauenh., 1958, 18: 141. 


THE AUTHOR has obviously written this article to intro- 
duce American practices of maternal Welfare Com- 
mittees and the classification of preventable fetal 
deaths into German thinking and thus improve fetal 
salvage. 

In the Bremerhaven Municipal Hospital 6,504 chil- 
dren were delivered during the years 1950 to 1956, 
and 103 (mostly premature) were admitted immedi- 
ately after delivery. Of these infants 9.4 per cent were 
premature, and the perinatal mortality (through the 
tenth day of life) was 5.86 per cent for the whole 
group, 2.3 per cent for term infants weighing more 
than 2,500 grams, and 39.7 per cent for premature 
infants. 

Of these 388 deaths, 77 were considered preventable 
as they resulted from criminal interference, lack of 
prenatal care, physician’s delay, fetal infection, faulty 
treatment. In addition another 112 cases had prevent- 
able factors. Only about 50 per cent of the total loss 
was nonpreventable, being due to malformation, 
placental anomaly, severe erythroblastosis. and ex- 
treme prematurity. The author doubts whether a cor- 
rected perinatal mortality of 3 per cent could be im- 
proved upon in ideal circumstances as long as the rate 
of prematurity is as high as 10 per cent and remains 
the central problem in fetal salvage. 

The term “secondary hospital delivery” is used to 
describe the deliveries originally scheduled for the 
home and then finished in the hospital because of 
complications of a varied nature. 


In this group there were 286 patients with a pre- 
maturity rate of more than four times (28 per cent), 
and a perinatal mortality 5 times higher (26.3 per 
cent), than those in the primary hospital deliveries. 
Well over half of the infants died postpartum, while 
the presumably preventable cause of death had oc- 
curred before or during labor in a majority of the 
cases. Social complications and late criminal abortion 
contributed to nearly one-third of the fetal deaths. 
The fact that even fetuses weighing under 1,000 grams 
were included as neonatal deaths as long as respiration 
had been seen may account for some of the higher 
figures of neonatal death. —W. D. Bergman, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Puerperal Surgery and Umbilical Hernia. D. H. 
Buiakey. Lancet, Lond., 1957, 2: 1312. 


ADVANCES IN OBSTETRICAL TREATMENT and the enor- 
mous reduction in the incidence of puerperal sepsis 
have made the puerperium an uneventful period of 
recovery for most women, with the result that this time 
can be used for certain operations with advantage both 
to the hospital and to the mother. Several arguments 
support a decision to perform surgical procedures dur- 
ing the puerperium. Experience shows that tissue 
healing is unusually efficient at this time. Perhaps the 
relatively high levels of ovarian hormones persisting 
after delivery encourage healing. Many tissues hy- 
pertrophied by pregnancy are conveniently lax and 
have an extremely rich blood supply. Dissection is un- 
usually easy. For these reasons operation on urinary 
fistulas has been recommended during the puerpe- 
rium, especially when several previous operations 
have failed and left residual avascular scar tissue. 

Other and more positive indications for early 
puerperal surgery include the presence of an ovarian 
cyst, which may have been damaged during labor, and 
intestinal complications for which prompt operation is 
imperative. 

It is often a kindness to combine what otherwise 
would be two separate hospital admissions, since 
arrangements have generally been made for care of 
the home and other children. Many mothers with 
young children neglect their own health until symp- 
toms become intolerable, and by then treatment may 
be more hazardous and less successful. It is among 
obese multiparas, to whom these remarks especially 
apply, that umbilical hernia is most commonly found. 

With respect to umbilical hernia, the author believes 
that the immediate postpartum period seems ideal for 
its formal repair, both to avoid the consequences of 
strangulation following labor and to take advantage of 
the sudden reduction in abdominal contents by de- 
livery, when the abdominal wall will be more slack 
than at any other time in the patient’s life. Weakening 
of the umbilical scar is common in late pregnancy and 
a defect admitting the fingertip, with a small pro- 
trusion on coughing, is often seen. Since 1954 a larger 
deficiency, amounting to a true umbilical hernia, was 
observed in 17 patients at the author’s hospital. 
Twelve of the hernias were repaired within 48 hours 
after delivery, with complete success. Gross lesions 
were found with extensive adhesions between the 
bowel and omentum; they contained multilocular 
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cavities in which the risk of strangulation was con- 
siderable. The operations were technically straight- 
forward and the wounds all healed by first intention. 
Good overlap without tension was possible, even when 
large defects were closed. 

—Orville F. Grimes, M.D. 


NEWBORN 


Neonatal Deaths; an Analysis of 74 Cases, VincENT S. 
Dictutio and Ricuarp A. McCatten. Obst. Gyn., 
1958, 11: 170. 


THE NEONATAL DEATHS occurring at St. Francis Hos- 
pital, Peoria, Illinois, for 1956, have been analyzed. 

Prematurity was a major factor in the neonatal 
deaths. Improved salvage could be secured in pre- 
mature deliveries by not using premedication and 
general anesthesia, but by substituting pudendal 
block, the use of low forceps, the omission of other 
operative methods, and by the routine use of adequate 
episiotomy regardless of the size of the baby’s head. 
Previable infants constituted a large portion of those 
which succumbed. 

Antepartum and intrapartum complications were 
significant factors. Better management of these might 
be expected to result in an improved birth rate. Ab- 
normal positions and presentations, rapid labors, and 
poor obstetric histories were also significant. The ab- 
sence of maternal diabetes and syphilis were note- 
worthy. 

Diseases of the lungs—atelectasis, hyaline mem- 
brane, and pneumonia—were frequent factors. Five 
deaths were preventable. Erythroblastosis, although 
theoretically curable, was not uniformly so, and the 
number of cases was impressive. 

It is suggested that neonatal deaths be reviewed by 
the obstetric staffs of hospitals to determine the cause 
of death, associated causes, and preventive or re- 
medial measures. Because of the greater number of 
neonatal deaths as compared to maternal deaths, the 
problem may be approached more effectively on a 
local level than on a state level, although the co- 
operation of public health agencies would be valuable 
and should be sought. —jJohn R. Wolff, M.D. 


Factors Influencing Perinatal Mortality in Cesarean 
Section. Orvan W. Hess. Am. 7. Obst., 1958, 75: 376. 


THIS sTUDY concerns 571 consecutive cesarean sections 
performed at the Grace-New Haven Community Hos- 
pital, Connecticut between February, 1953 and Febru- 
ary, 1955. The cesarean section incidence was 7 per 
cent of all births in the hospital during this period. 
There were 231 primary and 340 “repeat” sections. 
Of the “repeat” sections, 59 per cent were done with 
an indication of previous cesarean section. Seventy 
per cent of the primary sections were done for reasons 
other than cephalopelvic disproportion as determined 
by roentgen pelvimetry. There were no maternal 
deaths in this series. 

Of the 574 infants delivered by cesarean section 37 
died. In the entire group the stillbirth rate was 2.3 
per cent, the neonatal mortality rate was 4.2 per cent, 
and the total perinatal mortality rate was 6.5 per cent. 

The perinatal mortality rate, excluding infants 
weighing less than 1,000 grams, in all types of sections 
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was 5.6 per cent; the neonatal mortality was 2.8 per 
cent. 

Among 231 primary cesarean sections, the stillbirth 
rate was 2.5 per cent, the neonatal mortality rate was 
7.4 per cent, and the total perinatal mortality rate was 
9.9 per cent. 

Among 340 repeat cesarean sections, the stillbirth 
rate was 2 per cent, the neonatal mortality rate was 
2.1 per cent, and the total perinatal mortality rate 
was 4.1 per cent. The corrected perinatal mortality 
rate was 3.4 per cent and the’ neonatal mortality rate 
was 1.2 per cent. 

The cases were next classified according to the pres- 
ence or absence of complications. In group 1 were the 
cases in which no known maternal or fetal complica- 
tions that might affect infant survival were present 
and in group 2, those in which such complications 
involving the mother or infant were present. 

Four hundred and twenty-two infants in group 1 
were delivered by cesarean section without an infant 
death. 

Among 152 infants delivered by cesarean section in 
group 2, 13 stillbirths occurred along with 24 neo- 
natal deaths. 

The perinatal mortality rate in cesarean section 
when complications were present was 20 per cent. The 
neonatal mortality rate was 11 per cent. 

The major complications which affect perinatal 
mortality in cesarean section are: vaginal bleeding, 
congenital malformation, fetal distress, and prema- 
turity. 

Timely intervention with delivery by section for 
such complications as hemorrhage and/or fetal dis- 
tress may favor the chance of survival of either the pre- 
mature or full-term infant. Adequate facilities for 
pediatric care of the newborn are essential to obtain 
best results. — Harry Fields, M.D. 


Current Aspects of Cesarean Section and Perinatal 
Mortality. J. Epwarp HALt, Scuuy.er G. Kou, and 
H. R. ScHecuTer. Am. 7. Obst., 1958, 75: 387. 


THE MATERIAL Of this study was obtained from ‘“‘ Ob- 
stetrical Statistical Cooperative,” and covers the years 
1950 to 1955. During this period of time there were 
3,816 cesarean sections among 85,556 total deliveries 
in 10 hospitals. The gross incidence of cesarean section 
was 4.4 per cent, the incidence of primary section 
was 2.6 per cent, and that of repeat cesarean sec- 
tion was 1.86 per cent. The incidence of cesarean 
section was higher in the white race than in the negro 
race in both the primary and secondary categories. 
In the primary cesarean section rate the perinatal 
mortality among the negroes was somewhat higher 
than that among the whites; however, in the repeat 
groups the perinatal mortality rate was the same. It 
was felt that this difference might be explained on 
the basis of the higher rate of prematurity and the 
higher incidence of complications. 

The indications for primary cesarean section are 
listed, with cephalopelvic disproportion accounting 
for 21.5 per cent, inertia 13.8 per cent, toxemia 10.2 
per cent, obstetric hemorrhage 14.6 per cent, and 
malpresentation for 7.0 per cent. A variety of other 
indications were listed in addition. 

In respect to some specific complications the au- 
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thors made some very salient points. Cesarean section 
was Carried out only once for Rh incompatibility, al- 
though there were 157 women who had repeat cesarean 
sections and were Rh negative. It was felt that pre- 
mature delivery by cesarean section was not indicated; 
however, preterm delivery might be indicated in some 
cases of Rh incompatibility. There were 456 patients 
who had primary cesarean sections and who had a 
presentation other than vertex. Of these sections 34 
per cent were done for abnormal presentation, the 
majority being performed for other obstetric compli- 
cations such as hemorrhage and contracted pelvis. 
The main reason for the high perinatal loss in this 
group seems to be not so much the presentation as the 
complications which are associated with it. 

The perinatal mortality with classical cesarean sec- 
tion was higher than that with the low flap type. This 
was thought to be due to the fact that many operators 
preferred the classical operation in certain complica- 
tions, such as placenta previa which in itself jeopardizes 
the fetus. However, in comparing the perinatal mor- 
tality associated with elective classical cesarean section 
with that associated with the low flap operation, it 
appeared that there was a significant increase in the 
mortality of the infants delivered by the classical pro- 
cedure. It has been accepted that the type of anesthesia 
has little or no influence on the mature infants de- 
livered by cesarean section. Some authors have felt 
that conduction anesthesia offered a lower perinatal 
mortality risk than did other types of anesthesia in 
premature delivery. However, the data in this study 
do not confirm this. The major complications of labor 
resulted in an increased perinatal mortality particu- 
larly with obstetric hemorrhage associated with pla- 
centa previa or premature separation of the placenta. 

Perinatal loss in the repeat cesarean sections was 
lower in all weight categories. The incidence of pre- 
maturity in the primary cesarean section group was 20 


per cent. This was largely due to the complications 
which led to the cesarean section, with obstetric hemor- 
rhage, toxemia, and diabetes accounting for the ma- 
jority of these. The incidence of prematurity in the pa- 
tients who had previous cesarean section was 11.4 per 
cent, which indicated the inability even of the most 
competent physicians to judge weight accurately, 
There were 956 patients who had repeat elective 
cesarean sections with no complications or any asso- 
ciated conditions which might have even remotely 
contributed to the perinatal death. The incidence of 
prematurity among this group was 7.2 per cent and 
the perinatal mortality of the premature infants was 
1.2 per cent. 

In a group of 121 patients who had mature babies 
under the same conditions the perinatal loss was 1.6 
per cent. There appeared to be little or no difference 
in the mortality between these groups. In spite of the 
fact that much of the perinatal loss can be attributed 
to the complications for which the cesarean section 
was done, there is at least a 1 per cent perinatal loss in 
the uncomplicated elective repeat cesarean section. 
The authors state that this is the same as in uncom- 
plicated vaginal delivery of term infants. Many repeat 
cesarean sections are carried out on the basis that they 
will prevent rupture of the uterus with a grave ma- 
ternal prognosis and at least a 10 per cent perinatal 
loss. In reviewing the ruptured uterine scars in this 
series, however, it was found that most of the ruptures 
occurred prior to the usua! date that would be selected 
for an elective repeat section. The data also confirm 
that the risk of rupture following a previous low flap 
cesarean section is less than that following a classical 
cesarean section. In many cases the obstetric complica- 
tion per se may not be an indication for cesarean sec- 
tion. Each case must be evaluated on its own merit 
before the decision to perform the cesarean section is 
made. — James F. Donnelly, M.D. 
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Anatomoclinical Contributions to Our Understand- 
ing of Cysts of the Suprarenal Glands; Personal 
Observations and Pathogenetic Considerations 
(Contributo anatomoclinico alla conoscenza delle cisti 
del surrene; osservazione personale e considerazioni 
patogenetiche). Giovanni Tont. Arch. ital. pat. Clin. 
Tumori, 1957, 1: 1003. 


THE PATIENT was a 12 year old rural boy who had 
been referred by the family physician with an 
emergency condition of the abdomen. The child had 
always been well except for temporary attacks of 
irregularity of the bowel and of the urinary functions. 
The day previous to admission to the hospital the 
patient had suffered a sudden attack of abdominal 
pain, initially localized in the right iliac fossa and 
later spreading over the entire abdomen. At first there 
was profuse diarrhea and then constipation with in- 
creasing episodes of vomiting. His temperature rose 
to 38.7 degrees. 

The abdomen was diffusely swollen with evident 
pain on palpation, particularly on the right side. In 
the right hypochondrium was palpable a voluminous, 
rounded, mildly fluctuating mass which moved with 
respiration. The attack subsided on the same day. 

In the interval a rigorous study of the patient dis- 
closed only a ptotic right kidney with some evidence 
of pressure deformity of its upper calyces. The right 
kidney appeared to be surmounted by a large mass, 
apparently incorporated with it. 

Under the tentative diagnosis of renal neoplasm 
the right kidney was removed. Convalescence was 
without incident and 7 months after the operation 
there had been no further trouble. 

Macroscopically the lesion proved to be a cyst in- 
volving the right suprarenal gland. Its content was 
perfectly transparent and limpid, with a specific 
gravity of 1.008, a negative response to the Rivalta 
test, and albumin 4 pro mille. The fluid was alkaline 
in reaction. A few formed elements of the blood and 
a few desquamated epithelial cells were also found. 

Microscopically, the cyst walls were found to be 
partially lined with a thin layer of epithelium. The 
walls of the cyst were uniformly fibrous with some 
dilated lymph spaces and evident sclerosis of the con- 
tained veins. 

The right suprarenal gland was found to be entirely 
replaced by the cystic formation except for a narrow 
layer, adjacent to the kidney, where there was evi- 
dence of compressed and atrophic suprarenal tissue. 
pn final diagnosis was “‘serous cyst of the suprarenal 
gland.” 

From his experience in the reported instance and 
from his study of the literature, the author reached a 
number of conclusions: 

1. Cysts of the suprarenal gland are an exceptional 
finding; most of the instances reported have been 
chance autopsy findings. There is no characteristic 
clinical picture of this lesion. 
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2. Suprarenal cysts should be classified, in general, 
into true cysts (including the author’s case), pseudo- 
cysts, and parasitic cysts. 

3. The case observed by the author had a malforma- 
tive origin with disturbance of the lymphatic circula- 
tion as a pathogenetic basis. — 

— John W. Brennan, M.D. 


Protective Effect of Intra-Aortic Injection of Procaine 
Against Renal Injuries Produced in Experimental 
Aortography. Witiiam E. Hucer, Jr., GEORGE 
Marcouts and Kerr S, Grimson. Surgery, 1958, 43: 52. 


THE INCREASING USEFULNESS of aortography requires 
constant research in an effort to find the causes of the 
minor as well as the major infrequent, but disastrous, 
complications of this important diagnostic aid. A 
unique laboratory experience has been reported by 
the authors, of which some results are applicable to 
clinical study. Femoral catheterization of the dog 
using a double lumen catheter advanced into the 
aorta and so placed that the balloons of the catheter 
are positioned one above the renal arteries and one 
below petmits intrarenal arterial injection of drugs in 
a concentration suitable for study. Using urokon 
sodium as the contrast media and a group of drugs 
which were selected arbitrarily including priscoline, 
nupercaine, chlortrimeton, glucose, vasoxyl, and 
procaine, the authors carried out a study of the blood 
pressure response with and without these drugs in 
association with urokon. Of the drugs used, procaine 
was superior and when used either prior io injection 
or in association with the contrast media there was 
less elevation of pressure. There was no case in which 
either convulsion or paralysis developed when pro- 
caine was used. Less damage was found on histo- 
pathologic examination of the kidneys of those animals 
in which procaine was given 30 to 90 seconds before 
the injection of urokon than in that of the kidneys in 
which other drugs were used. The dependent kidney 
was more severely damaged twice as frequently as the 
superior kidney. 

The optimum dose of procaine has not been de- 
termined but 200 mgm. administered intra-aortically 
have been employed clinically by the authors without 
adverse reaction. The experiments indicated that the 
use of procaine intra-aortically 30 to 90 seconds before 
the injection of a contrast medium best minimized the 
likelihood of renal damage and offered some degree 
of protection to the spinal cord. 

—Peter L. Scardino, M.D. 


Unilateral Renal Disease and Hypertension; Report 
of 3 Successfully Treated Cases. Joyce Dunn and 
Haroip Brown. 7. Am. M. Ass., 1958, 166: 18. 


‘THE SUCCESSFUL REVERSIBILITY of hypertension due to 
unilateral renal disease is dependent upon the 
etiology of the renal disease. If a vascular abnormality 
which limits the blood supply to an area of viable 
renal disease is present, nephrectomy will often cause 
a reversai of the hypertension. 
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The two most common causes of unilateral renal 
disease are pyelonephritis, which may result in an 
atrophic pyelonephritic kidney, and vascular lesions 
due to emboli, an aberrant renal artery, or renal 
trauma. Although not clearly understood, the present 
acceptable explanation of the Goldblatt kidney is 
that an ischemic kidney elaborates a proteolytic kid- 
ney enzyme (renin) that combines with a plasma 
globulin (hypertensinogen) to produce an active 
pressor polypetide (angiotonin) which causes an ele- 
vation of blood pressure. 

The investigation into causes of hypertension should 
include in addition to the more common studies, 
cystoscopy with differential ureteral collection of 
urine for the purpose of sodium and water excretion 
determinations, and aortography. The former test 
will often reveal an appreciable decrease in water and 
sodium excretion in the affected kidney. 

The 4 cases which the authors have reported in 
detail were patients with hypertension and unilateral 
renal disease. Three of these patients responded 
favorably to nephrectomy. Characteristic of the pa- 
tients with hypertension and unilateral renal disease 
was the history of rather sudden onset in a relatively 
young individual who might or might not give a his- 
tory of recent abdominal or flank trauma, unex- 
plained flank or abdominal pain, or pyelonephritis. 
While the various reports indicate a 20 per cent cure 
rate, it is likely that the use of the sodium and water 
excretion studies as well as the more frequent use of 
aortography will result in the detection of a greater 
number of cases and the possibility of predicting the 
outcome of nephrectomy with a higher degree of 
accuracy. —-Peter L. Scardino, M.D. 


Recognition and Treatment of Renal Arterial Stenosis 
Associated with Hypertension. Paut T. DeCamp 
and Rosert BircHa.t. Surgery, 1958, 43: 134. 


THIS LUCID PRESENTATION begins with a discussion 
of the historical interest in the phenomenon of renal 
arterial stenosis associated with hypertension and its 
physiological and pathological basis. A comprehcn- 
sive outline of the etiological classification of reported 
cases of hypertension secondary to renal artery steno- 
sis, with citations from ‘the literature, is included. 
Clinical manifestations are described and diagnostic 
aids are discussed. Renal arteriography gives definite 
diagnostic information, and the authors’ technique 
is described. 

The greater part of this article is devoted to reports 
of 7 cases in which hypertension was a presenting 
sign and arteriography indicated stricture of the renal 
artery. Good results in terms of relief of the hyperten- 
sion and amelioration of signs and symptoms were 
obtained with nephrectomy in 3 cases, with resection 
of the constricted segment in one case, and with 
splenectomy and splenorenal arterial anastomosis in 
one case; in the 2 others the pressures proximal and 
distal to the stricture were identical and no attempt 
at arterial reconstruction was made. 

The authors caution that every effort must be made 
to insure permanent adequate blood flow. For this 
reason, they prefer not to use foreign grafts. The 
patient’s own vessels can usually be utilized, particu- 
larly the splenic artery. End-to-side anastomosis is 


preferable to end-to-end anastomosis because it 
negates the importance of vessel size, preserves nor- 
mal circulation through the renal artery, and is less 
prone to result in stenosis. A midline abdominal in- 
cision is recommended. 

The illustrations include reproductions of urograms 
and pyelograms, line drawings of the stenosis found 
in the cases reported, and a sketch of the surgical 
technique used in one case. There is a bibliography 
of 59 entries. —Paul R. Leberman, M.D. 


Secondary Subcapsular Pyelolithotomy (Sekundaere 
subkapsulaere Pyelolithotomie). A. FRUMKIN. Zschr. 
Urol., 1957, 50: 469. 


THE AUTHOR advocates the use of inferior pyelotomy 
since this involves a minimal freeing of the kidney 
and presents a relatively avascular approach to the 
pelvis. The extension of the pyelotomy into a ne- 
phrotomy, as well as a secondary surgical approach 
to the kidney, is facilitated. 

The author describes his method of performing a 
secondary pyelolithotomy by a subcapsular lower 
pole approach and presents 4 illustrations. 

The pelvis is not closed. In the past the wound was 
closed in layers; however, the author now favors a 
figure-of-eight closure of all layers. The experiences 
reported are based on 268 cases of inferior pyelotomy, 
14 cases of subcapsular pyelolithotomy, and 4 cases of 
secondary nephropyelolithotomy. 

— Rudolf Oppenheimer, M.D. 


Conversion of the Mucous Membrane of the Renal 
Pelvis to a Large Bowel-Like Mucous Membrane; 
So-Called Pyelitis Glandularis (Dickdarmaehnliche 
Umwandlung der Nierenbeckenschleimhaut; zur 
Kenntnis der sog. Pyelitis glandularis). P. HERMANEK 
and H. Hascuek. “schr. Urol., 1957, 50: 593. 


THE CONVERSION of the mucous membrane of the 
renal pelvis to a type resembling the mucosa of the 
large bowel is rare. A review of the literature reveals 6 
certain and 2 questionable cases. It is for this reason 
that the following case report is presented. 

The patient was a man 53 years old. In 1931 a stone 
in the pelvis of the left kidney was discovered. It was 
removed 3 years later. Ten years after this the stone 
had recurred and was removed again. At this time a 
stone was demonstrated also in the right kidney, and, 
in addition, the patient had some pyuria and a mild 
elevation of temperature. In 1956 the patient returned 
because of pain, fever, and pyuria. There was a very 
large staghorn stone in the left kidney and a stone in 
the right renal pelvis. At the time of the right nephro- 
lithotomy the perirenal tissues were extensively 
scarred. Eventually, a right nephrectomy had to be 
performed. The mucosa of the renal pelvis distinctly 
showed histologic changes which made it resemble 
the mucosa of the large bowel. Some investigators 
refer to this type of change as pyelitis glandularis. 

The authors propose that the term “‘ureteritis” or 
“‘pyelitis cystica” be reserved for the cystlike changes 
which occur in the mucosa of the urinary tract, and 
that the term “conversion to the mucosa of the large 
bowel” be used to designate changes in the mucous 
membrane which are characterized by mucin-produc- 
ing glands. 
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Fic. 1 (Frumkin). a, Incision of the capsule; b, medial displacement of the capsule; c, incision of 
the capsula propia and exposure of the pelvis; and d, incision of the pelvis. 


In the cases in which the mucosa of the pelvis came 
to resemble that of the large bowel, there was usually 
a long history of chronic suppurative disease within 
the kidney, associated with renal stone. It is well 
known that the mucosa of the urinary tract is subject 
to remarkable changes, such as the development of 
bone from bladder epithelium. The question whether 
changes of this sort could lead to neoplasia cannot be 
answered with certainty. 

—S. Richard Muellner, M.D. 


The So-Called Spontaneous Perirenal Hematoma 
(Sul’ematoma perirenale cosi detto spontaneo). F. 
Crurrint, N. Riccr, and C. Vannocct. Acta chir. ital., 
1957, 8: 1045. 


THE PATIENT was a 33 year old man who had, follow- 
ing a moderate headache of a few hours’ duration, a 
sudden attack of severe pain in the left flank at the 
level of the kidney. Giordano’s sign became positive 
on the left side. The attacks of pain became constantly 
worse and were eventually associated with biliary 
vomiting. There was a drop in the urinary output 
and the urine contained albumin and many red and 
white blood cells. The imminent signs and symptoms 
of internal hemorrhage seemed to indicate emergency 
surgical exploration. 

Exposure of the left kidney pocket through a Guyon 
incision disclosed the presence of a vast hematoma, 
the size of an adult head. This hematoma was placed 
retroperitoneally and extended downward almost to 
the sacrum; medially it passed the midline. Follow- 
ing evacuation of the huge hematoma the point of 
origin of the bleeding could not be found; however, 
the kidney did not seem to be greatly altered. There- 
fore the residual cavity was simply dusted with anti- 
biotic preparations in powder form and packed with 
gauze. 

During the period of convalescence, the usual 
medical measures were, of course, instituted and 
maintained. There were no untoward incidents and 
the patient, entirely recovered, was dismissed on the 
fifteenth postoperative day. The convalescent period 
was utilized for renal pyelographic studies which dis- 
closed a quite marked dilated condition of the left 
renal pelvis. The pelvis itself was displaced medially 
and exhibited some flattening of the outer margins of 
the lower calyces. 

The authors think that the displacement and de- 
formities of the calyceal portion of the left renal pelvis 


were a result of the hemorrhage; however, in the 
evidently dilated condition of this pelvis they see a 
possible etiologic factor. —John W. Brennan, M.D. 


The Treatment of Wilm’s Tumor. Vincent P. CoL- 
Lins. Cancer, 1958, 11: 89. 


Wiy’s TUMOR is sometimes called mixed tumor or 
adenomyosarcoma because of its varied histological 
components, glandular elements, spindle cells, and 
smooth and striated muscle cells. It is also called 
nephroblastoma and sometimes embryoma in recog- 
nition of the view that it is prenatal in origin. The age 
of the patient at the time of diagnosis of Wilm’s tumor 
is related to the rate of the growth of the tumor and 
limits the length of time following operation in which 
there is risk of recurrence. If the rate of growth of a 
Wilm’s tumor is characteristic of that particular 
tumor, then the time of recognition in diagnosis would 
depend upon the rate of growth“The most rapidly 
growing tumors would be those recognizable at birth. 
‘Tumors appearing at the peak incidence between ages 
3 and 4 would be considered as having an average 
growth rate. The tumors appearing late in childhood, 
in adolescence, or even in adult life would be the 
slowest growing. A tumor diagnosed at birth must 
have developed to clinically recognizable size within 
a maximum interval of 9 months. If this were to recur 
after surgical removal, it should reach a recognizable 
size in a maximum interval of 9 months. A patient 
with a tumor diagnosed at the age of one year would 
be at risk of recurrence for a period of one year plus 
9 months before he might be considered cured, but 
one in whom the diagnosis was made at the age of 5, 
would be at risk for 5 years and 9 months. ‘The time 
of recurrence might be less if a large number of cells 
were persistent, but it should not be more if the same 
rate of growth governs the behavior of the tumor 
before and after the diagnosis. This hypothesis was 
tested in a review of the records of 422 patients with 
Wilm’s tumor. It was postulated: that following the 
time of diagnosis the patient would be at risk of recur- 
rence of tumor for a period equal to his age at the 
time of diagnosis plus 9 months. 

The significance of this portion of the study is 
threefold: 

1. It lends support to the views that: (a) the growth 
rate of a tumor is a characteristic of that tumor which 
controls behavior both before and after the time of 
diagnosis; (b) growth rate governs the time of ap- 











pearance of the primary lesion and sets a limit upon 
the time of recurrence if such is to develop. 

2. Whereas conventional statistical methods pre- 
dict the number of survivors in a group, the analysis 
offers a basis of prognosis for individual patients. Al- 
though cure or failure cannot be predicted at the time 
of diagnosis, limitation upon the period of risk of re- 
currence can be defined for the individual. 

3. In estimating the effect of treatment and par- 
ticularly in comparing treatment techniques or poli- 
cies on a basis of survival, it is necessary to take into 
account the age distribution in different series of pa- 
tients. 

The available information on 340 patients con- 
tained the necessary chronological data to test the 
concept of a period of risk varying with age. There 
were 73 patients who survived beyond the age of risk 
without recurrence. 

For the patient under treatment, the effect of radia- 
tion is demonstrable only on gross tumor. Radiation 
is useful in diminishing the size of a bulky primary 
tumor or in causing the disappearance of the roent- 
genographic evidence of pulmonary metastases. The 
argument against preoperative irradiation deplores 
the delay in surgical removal, but this is short in 
relation to the total prior duration of the tumor. The 
argument for preoperative irradiation is that the risk 
of spillage of tumor cells or dissemination of metastases 
is lessened if the diminished bulk of tumor can be 
removed with minimum manipulation. Postoperative 
irradiation is continued as a standard procedure be- 
cause logically, following surgery, control of persistent 
localized disease is the only remaining avenue of 
possible improvement in current results. When cure is 
not obtained by the primary treatment, the manage- 
ment of the recurrence of metastases is a radiothera- 
peutic problem. 

The technique of treatment is as follows: 

Preoperative irradiation. The amount of radiation 
given is 1,000 roentgens to the tumor in one week, or 
even 400 roentgens in a single treatment. Operation 
should be deferred for one week following irradiation 
to allow the effect of treatment to become evident. 

Postoperative irradiation. The purpose of treat- 
ment is to destroy residual cancer cells in the tumor 
bed. If cells are present, it is not known that they can 
be eradicated completely. Even if eradicated, it is 
not known that this will result in cure, since there may 
be occult metastases beyond the treated area. These 
uncertainties call for restraint in risking serious com- 
plications of excessive irradiation. It is necessary to 
avoid injury to the remaining normal kidney and to 
the growing spine. Damage to cord, soft tissues, 
bowel, or blood-forming organs will not occur if the 
skin dose is kept to an estimated three-fourths of the 
tolerance level, so that moist desquamation is ab- 
solutely avoided. The treatment period of 4 weeks is 
suitable; 2,500 roentgens for 250 kv. radiation can be 
delivered to the tumor bed in this time. 

Treatment of recurrence and metastases. The pur- 
pose of this treatment is to prolong life and to relieve 
or prevent symptoms, but if the first sign of persistent 
disease is seen as a solitary lesion, then eradication of 
this lesion is a justifiable goal of irradiation. In general, 
however, cure will not be the goal of treatment, and 
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comfortable survival will be prolonged by limiting 
radiation of any manifestation to half the tolerance 
level, taking into consideration the site and volume 
involved. —Ray C. Johnston, M.D. 


Tumors of the Renal Pelvis and Ureter. THEoporE 
R. Ferrer and J. Louis Witkerson. 7. Internat. Coll. 
Surgeons, 1958, 29: 22. 


THE AUTHORS report 19 cases of tumors of the renal 
pelvis and 16 of tumors of the ureter seen from 1936 
through 1956. These tumors are most common during 
the fifth and sixth decades of life; they predominate 
in the male, in a ratio of 3 to 1 in the female. Most of 
the ureteral tumors occur in the lower third of the 
ureter, and about 25 per cent are multiple. No sig- 
nificant difference in the incidence of involvement 
between the two sides was observed. Hematuria was 
present in 70 per cent of the patients; about 60 per 
cent had lumbar or abdominal pain, dysuria, and 
frequency of urination; abdominal masses were pres- 
ent in lesser degrees. 

On cystoscopy there is egress of bloody urine from 
the ureteral orifice of the involved side; frequently 
the tumor may be seen to protrude from the ureteral 
orifice; absence or decrease of phenolsulfthalein ex- 
cretion is found on the affected side. Catheterization 
of the involved ureter often reveals complete obstruc- 
tion in the tumor area; if the catheter can be passed, 
bleeding around the catheter or through it is observed. 
On roentgen study, hydronephrosis and hydroureter 
are commonly found. The involved area may appear 
strictured, or a “‘goblet-shaped” filling defect is 
present. The tumors are classified as papillary carci- 
noma, papillary carcinoma with infiltration, and in- 
filtrating carcinoma. The prognosis is directly related 
to the histologic appearance of the tumor. While 
metastatic tumors of the ureter are rare, they arise 
usually from the prostate and stomach, and other 
organ metastases usually are present also. ‘Treatment 
consists of complete nephroureterectomy and partial 
cystectomy. —David Rosenbloom, M.D. 


Bilateral Adenosarcoma of the Kidneys; Attempted 
Cure Through Multiple Operations (Ueber doppel- 
seitige Adenosarkome der Nieren; Versuch, durch 
mehrzeitige Operation eine Heilung zu _ erzielen). 
A. Fromme and Cu. H. Struckmeyer. <schr. Urol., 
1957, 50: 605. 


ADENOSARCOMA which constitutes the typical malig- 
nant renal tumor in children appears to be relatively 
rare. No surgeon has a large clinical experience with 
this disease. Adenosarcoma involving both kidneys 
occurs even less frequently, and both the diagnosis 
and the therapy are, therefore, more difficult. 

The adenosarcomas of the kidneys are mixed 
tumors. The name of these tumors is somewhat con- 
fused in the world literature. In Germany it is referred 
to as “multiple adenosarcoma,” whereas in the Eng- 
lish and the American literature it is called “Wilms’ 
tumor.” Seventy-five per cent of these tumors occur 
during the first few years of life, but they have also 
been found in the fetus and in the newborn. The 
world literature reports 110 such tumors which have 
appeared in adults and one which occurred in a pa- 
tient 80 years old. The cure rate is believed to be 
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Fic. 1 (Fromme, Struckmeyer). 


between 2.5 and 12 per cent in children and about 25 
to 35 per cent in adults. The therapeutic management 
consists of (a) operative removal, (b) radiation, and 
(c) combinations of both a and b, i.e., first operative 
removal and then radiation, or preoperative radiation 
followed by removal of the tumor and postoperative 
radiation. Radiation alone has practically never pro- 
duced a cure. 

The case of bilateral adenosarcoma presented was 
that of a 3 year old girl whose development during 
the first year of life was normal. After that the parents 
noted enlargement of the abdomen. On examination, 
the child was pale and malnourished. There was an 
irregular, very large, hard tumor mass in the left 
upper quadrant which moved with respiration. A 
similar, but smaller, mass was found in the right upper 
quadrant. Retrograde pyelograms (Figs. 1 and 2) 
showed bilateral renal deformities and masses which 
were at first considered to be polycystic kidneys. At 
exploration the renal masses proved to be malignant 
renal tumors. Despite the hopelessness of the disease, 
an attempt was made to remove each renal mass 
separately. The left kidney was exposed first, and the 
mass in the lower portion of the kidney was enucle- 
ated. The child made a good recovery from this oper- 
ation. Two months later the right kidney was similarly 
exposed and the tumor from this kidney was removed 
in a similar fashion. The child recovered from this 
operation also. Nine months later, the child was read- 
mitted to the hospital because of abdominal pains 
and intestinal hemorrhages. There was a mass in the 
region of the left kidney which was attached to the 
large bowel. The left kidney and 18 cm. of the large 
bowel were excised, but the child did not survive this 
operation. The autopsy showed no metastases, and 
the right kidney was free from tumor. The prognosis 
of bilateral renal malignant tumors is hopeless. 
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The literature contains few reports of attempts to 
cure the disease by means of radiation. The results, 
however, were not satisfactory. Theoretically, the 
only chance for survival of a child with bilateral renal 
malignant tumors is through surgical removal of 
these tumors. If this is contemplated, the operation 
should be undertaken at once, without loss of valuable 
time through radiation therapy. 

—S. Richard Muellner, M.D. 


Ureteral Calculi, Surgical Treatment of Choice; 
Open Operation or Endoscopic Ureterolithotomy 
(Le traitement chirurgical de choix, sanglant ou endo- 
scopique, des calculs urétéraux). Luis CiruEnTEs DE- 
LATTE. Acta urol. belg., 1957, 25: 365. 


IN THE PERIOD from January 1, 1950 to January 1, 
1957, 72 ureteral calculi were treated by surgical 
methods and 60 by means of endoscopic manipula- 
tion. There were no deaths and no serious complica- 
tions. Of the 72 patients subjected to suprapubic 
celiotomy with the lateral retroperitoneal approach to 
the ureter, which method is always chosen for open 
surgery when permissible, 38 were treated by ureter- 
otomy, 32 with suture of the ureter and 2 without 
suture of the ureter, 3 with temporary drainage by 
means of a soft rubber T-tube, and 1 with temporary 
drainage by means of a soft plastic straight tube. Five 
patients were treated by midline extraperitoneal 
ureterotomy, with suture of the ureter in 1, without 
suture of the ureter in 3, and with straight tube drain- 
age in 1. Two patients were treated by vaginal ureter- 
otomy with extraction of the stone in 1 and failure of 
extraction (nephrectomy) in the other. Twenty-five 
patients were treated by lumbar ureterotomy with 
suture of the ureter in 19, without suture of the ureter 
in 3, and with T-tube drainage in 3. Of the 36 pa- 
tients treated by endoscopic manipulations, all were 











subjected to ureteral dilatation with a metallic bougie; 
in 33 the calculi were extracted, but in 3 extraction 
was unsuccessful. 

From the study of this material and the literature, 
the author suggests the following indications for endo- 
scopic treatment of ureteral calculi, always considering 
that in the failure of spontaneous delivery of the stone 
and in the presence of contraindication to endoscopic 
therapy, open operation is indicated. 

Endoscopic treatment is to be elected in those in- 
stances in which the stone is located in the terminal 5 
or 6 cm. of the ureter; the lower the location of the 
calculus, the more strict is the indication. When the 
diameter of the stone is less than 7 mm., the patient 
is subjected to endoscopic manipulation. When the 
stone is not rounded and has a smooth surface, the 
value of endoscopic extraction becomes doubtful; for 
the study of the contours of the concretion both right 
and left oblique roentgenograms, in addition to the 
anteroposterior projection, are necessary. The way of 
life of the patient will have some influence on the 
placing of indications. When he must return to work 
at an early date, when he returns to a region devoid 
of proper urologic modalities, or when his economic 
status will not permit long hospitalization or other 
forms of rest, active extraction will be indicated. 

In patients of advanced age, or in whom there is a 
likelihood of recurrence (uric acid diathesis, cys- 
tinuria), open operation should be excluded or de- 
layed in so far as possible. In instances of persistent 
infection not easily dominated by antibiotics, open 
operation will be preferred. When urography discloses 
satisfactory functioning of the corresponding kidney 
with absence of renal pelvic and pyelic dilatation, or 
when the dilatation is of moderate degree, preference 
should be given to endoscopy. 

On the whole, the author believes that it is neces- 
sary for the urologist to master both methods of ap- 
proach to the problem and to use them electively on 
the basis of the individual condition encountered. 

— John W. Brennan, M.D. 


BLADDER, URETHRA, AND PENIS 


Roentgenologic Investigation of the Seminal Vesicles 
in Carcinoma of the Urinary Bladder (L’investiga- 
tion radiologique des vésicules séminales dans le car- 
cinome vésical). GrusEpPpE GAMBETTA and _ Luivio 
Borin1. Acta urol. belg., 1957, 25: 391. 


Four INsTANCEs of carcinoma of the base of the blad- 
der, which were studied by means of roentgenograms 
and stratigrams of the seminal vesicles, are reported. 

The first instance was that of a 62 year old man with 
a huge cancer infiltrating the posteroinferior wall of 
the bladder on the right side. Direct vesiculography 
exhibited an interampullary angle which was dis- 
placed vertically and widened laterally; the right 
seminal vesicle, although conserving its morphology, 
presented a filling defect above and medially, due to 
the neoplastic invasion. Here the contrast medium 
had overflowed into the cavity of the uninvaded left 
portion of the bladder, thus showing the tumor in- 
filtration to be limited to the right side of this organ. 

The second instance was that of a 54 year old man 
with a voluminous tumor infiltrating the base of the 
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urinary bladder and blocking the ureters bilaterally. 
The neoplasm had spread around the bladder neck 
and had destroyed the anterior portions of the pubic 
bones and the symphysis pubis. Vesiculography dis- 
closed normal seminal vesicles. 

The third instance was that of a 52 year old man 
with a large tumor infiltrating the left posterior 
portion of the bladder. On vesiculography the left 
ampulla of the ductus deferens was intact, but the left 
seminal vesicle was completely invaded by the neo- 
plastic process with notable asymmetry and partial 
destruction of the interampullary angle. Here the 
stratigrams showed a morphology which was marked- 
ly different from that presented by the direct vesiculo- 
gram; the right vesicle and vesicoampullary junction, 
although altered, had conserved a certain topographic 
symmetry. On the left side these structures were total- 
ly destroyed. 

The fourth instance was that of a 65 year old man 
who presented an enormous tumor infiltrating the 
base and neck of the bladder and extending to the 
left lateral wall. Direct vesiculography disclosed a 
considerable lateral displacement of the left seminal 
vesicle and displacement of the interampullary angle 
laterally; here stratigraphy enabled a demonstration 
also of the anteroposterior displacement. 

From the study of these findings the authors con- 
clude that the vesiculographic and stratigraphic ex- 
amination of the seminal vesicles forms a comple- 
mentary method of diagnosis capable of adding 
revealing additional information to that procured by 
other methods. By means of stratigraphy neoplastic 
invasion of the perivesicular tissues and of the neigh- 
boring organs, especially the seminal vesicles, and the 
extent of this invasion are detectable. The method is 
of value to urologists who favor total cystectomy as 
well as to those who prefer less radical procedures. 
On occasion it can furnish justification for those 
who advocate total abstention. 

— John W. Brennan, M.D. 


Ileocystoplasty; Some Reflections of a Practical and 
Functional Nature (La ileocistoplastia; algunas re- 
flexiones practicas y aspecto funcional). F. ALonso 
SAinz. Arch. espan. urol., 1957, 13: 39. 


THE AUTHOR has just returned from collaborating 
with Cibert in France, and the case he reports is his 
first since his return to Spain. The technique was 
essentially that of Cibert, which has already been 
described in detail (J. Cibert, F. Rolland, L. Durand 
and G. Brandsma. Lyon chir., 1952, 47: 769; Internat. 
Abst. Surg., 1953, 97: 171). The few changes introduced 
by the author himself are minor in character and are 
concerned chiefly with the manner of suspending the 
intestinal loop which is used as a substitute for the 
bladder dome, and with the almost universal use of 
catgut as suture material. 

Briefly the method consists of isolating a loop of 
ileum which, in the form of a closed loop, or ring, 1s 
sewn to the edges of the dome of the partially ex- 
tirpated urinary bladder to form a reservoir for the 
urine in instances of severely contracted bladder. 

The patient was a 22 year old young man who had 
undergone nephrectomy on the right side for tuber- 
culosis 3 years previously. Burning and frequency of 
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urination persisted with a few attacks of mild hema- 
turia. 

Following operation terramycin was administered 
intramuscularly for 10 days. An attack of phlebitis on 
the left side was controlled by anticoagulant prepara- 
tions. This attack was ascribed by the author to con- 
tinuous postoperative immobilization. The inlying 
catheter was removed on the twentieth postoperative 
day. The patient got up on the twenty-fifth postoper- 
ative day and at this time there was no residual urine, 
the kidneys were functioning perfectly, as shown by 
descending pyelography, and the artificial bladder re- 
tained 250 c.c. of urine. There was no dysuria, the 
patient slept well and was able to follow his ordinary 
avocations. The potassium level was 17.5 gm. per 100, 
the sodium level 287 mgm. per 100, chlorides 411 
mgm. per 100, and the reserve alkalies 45.5 c.c. of 
carbon dioxide per 100 c.c. of blood plasma. No uri- 
nary fistula appeared at any time. 

—John W. Brennan, M.D. 


Diseases of the Female Urethra. Houston S. Everett. 
j. Am. M. Ass., 1958, 166: 206. 


THE AUTHOR presents a concise discussion of the 
etiology, diagnosis, and treatment of several diseases 
of the female urethra, with emphasis on treatment. 
Chronic granular urethritis is discussed from the 
viewpoints of signs and symptoms, etiology, and 
treatment. The author has had the best results with 
electrosurgical coagulation through the McCarthy 
panendoscope with the water running constantly. 
Polyps are very briefly considered; the author recom- 
mends biopsy, although malignant changes are rare, 
followed by electrosurgical coagulation. Caruncles 
are defined and descriped and their diagnosis dis- 
cussed; the treatment of choice is electrosurgical 
coagulation after biopsy. With regard to obstructing 
valves, the author emphasizes incidence; he has ob- 
served 22 cases in children and 3 in adults. Treatment 
involves resection of the valves followed by anti- 
bacterial therapy. This method of treatment should 
be attempted only by an experienced operator, and 
posterior resection should be avoided if it is at all 
possible. 

Stricture of such a degree as to interfere with nor- 
mal bladder emptying is rarely seen and is usually 
the result of trauma or one of the rarer venereal 
diseases; in the latter case, treatment is very difficult 
and results are seldom wholly satisfactory. Contrac- 
ture of the vesical neck severe enough to suggest 
transurethral resection is thought to be very rare, 
and the procedure is considered hazardous; it should 
be resorted to only by the most skilled urologists and 
then only infrequently. ‘The incidence of urethral 
diverticula is now known to be greater than was 
previously thought. The symptoms and diagnosis are 
discussed and a method of positive pressure ure- 
thrography is presented in detail. The recommended 
treatment is excision performed through a vaginal 
approach. 

Malignant tumors of the urethra are rare; their 
classification and diagnosis are considered briefly. In 
the small series of cases reported in the literature, 
treatment by irradiation provided the best results. 

—Paul R. Leberman, M.D. 
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Experiences with the Johanson Urethroplasty (Er- 
fahrungen mit der Urethroplastik nach Bengt Johan- 
son). Hans-Kaspar BiiscHER and Suu Isutyama. 
Kschr. Urol., 1957, 50: 499. 


THE AUTHORS report their experience with the Johan- 
son urethroplasty in 25 cases in this well illustrated 
article. In 16 of the 25 cases the stricture extended 
into the bulbous urethra or beyond. A modified 
method for dealing with perineal strictures is de- 
scribed. A wide excision of the scar tissue is favored 
leaving a raw wound funnel which is allowed to 
epithelialize secondarily. This approach was chosen 
because of the difficulty in uniting urethral epithelium 
and scrotal skin in the first stage of the repair. Em- 
phasis is placed on an extensive dorsal relaxing in- 
cision reaching into the mons pubis; no disturbing 
scar tissue has been encountered from this procedure. 
(The authors’ experience with 45 cases of hypospadias 
in which the Denis Browne method was used has 
been similar). 

The operative results described are excellent. 
Fistulas were encountered 6 times; 4 of these closed 
spontaneously. —Rudolf Oppenheimer, M.D. 


GENITAL ORGANS 


Seminal Colic Simulating Nephritic or Appendicular 
Colic (Les coliques séminales simulant des coliques 
néphrétiques ou appendiculaires). Firrepo GALLizia 
and GrusepPpE GAMBETTA. Acta urol. belg., 1957, 25: 
400. 


NINE INSTANCES of inflammatory conditions of the 
genital system in male patients are reported. The 
symptoms in 7 of these roughly simulated those of 
renal colic—in 2 there actually was a renal colic and 
in 2 others the symptoms roughly simulated those of 
appendicular colic. 

A 54 year old male developed renal colic on the left 
side with urographic exclusion of the kidney on that 
side. A month later a seminal vesicular colic devel- 
oped on the right side, on which side intravenous 
urography disclosed perfectly normal morphology and 
function of both kidneys. 

A 52 year old male developed renal colic on the 
right side, the urographic examination disclosing what 
appeared to be strangulation of the juxtavesical por- 
tion of the left ureter with some dilatation of the ureter, 
calyces, and renal pelvis. This attack was repeated 3 
times during the succeeding month. During these 
attacks ureteral catheterization failed to disclose any 
form of obstruction. Later hemospermia developed 
and painful seminal ejaculations occurred. There was 
a bilateral epididymitis and prostatovesiculitis. The 
last urographic examination showed perfect pyelo- 
calyceal morphology on both sides. The authors be- 
lieve that these three attacks were instances of authen- 
tic renal colic of spastic character, secondary to irri- 
tative influences from the genital system. 

In 4 other patients in this group of 9 there were 
attacks of pseudorenal colic with no involvement of 
the renoureteral system, but with certain signs of 
spermatocystitis. 

A 37 year old male suffered attacks of a colicky 
character in the region of the appendix and an emer- 
gency appendectomy was carried out. During con- 
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valescence from this operation the colicky pains re- 
curred in the appendicular region with irradiation of 
the pains to the inguinal and lumbosacral areas. A 
month later there was another attack (the third) of 
these pains and examination of the genital organs dis- 
closed a nodular epididymitis on the right side with 
an evident prostatovesiculitis. 

A.55 year old male suffered a painful syndrome in 
the appendicular zone. The patient refused the pro- 
posed appendectomy, and under medical management, 
the pain subsided. The presence of bilateral hydrocele, 
bilateral epididymitis, and deferentitis on both sides 
was demonstrated. 

The clinical and laboratory findings in this group of 
9 patients would seem to indicate the importance of a 
careful examination of the genital system in all cases 
of colicky pains in the renal and the appendicular 
regions. 

In the presence of pseudorenal colic the pain is more 
acute than that of true renal colic, and it is located 
below and in front, in the corresponding iliac fossa; it 
radiates along the course of the ureter with decreasing 
severity as the kidney is approached (exactly the 
reverse of what is encountered in cases of true renal 
colic). The urinary passages appear normal to urog- 
raphy and examination of the genital system discloses 
the presence of inflammation. 

In the presence of pseudoappendicular colic the 
symptoms are notably less severe than those of true 
appendical pathology. Locally the pain is diffused 
toward the right iliac fossa and centers below Mc- 
Burney’s point. There is an absence of digestive dis- 
turbances and presence of genitourinary troubles. 

— John W. Brennan, M.D. 


Torsion Testis and Its Treatment; Report of a Bi- 
lateral Case. A. Witrrip Apams and N. Siape. Brit. 
M. F., 1958, 1: 36. 


A CASE OF BILATERAL TORSION of the testis is reported 
in which the symptoms began when the patient was 
18 years of age and consisted of an aching and twisting 
sensation in the right groin. The attacks were evanes- 
cent at the start, but culminated in three severe 
attacks. A correct diagnosis was not established nor 
was proper therapy instituted with loss of the right 
testicle as a result. The patient subsequently ex- 
perienced mild attacks of aching in his left testicle 
which became more severe and resulted in left 
orchiopexy. 

The authors advise prompt surgical exploration in 
cases with acute swelling of the scrotum in which the 
diagnosis is not clear. If the patient is seen during the 
early stage of the disease it is possible to attempt 
detorsion of the cord. Inasmuch as torsion of the right 
testis occurs in a counterclockwise direction, treat- 
ment consists of rotating the testicle in a clockwise 
direction. Torsion of the left testis, on the other hand, 
occurs in a clockwise direction and detorsion is 
attempted by rotating the testis in a counterclockwise 
direction. 

In the cases in which torsion has persisted for a 
longer period, it may be possible, at open operation, 
to untwist the testicle if strangulation of the artery 
has been incomplete and if sufficient viable tissue is 
present. If gangrene of the testis is present, orchiec- 


tomy is indicated, followed by orchiopexy of the other 
testicle because of the possibility of bilateral torsion, 
—Laurence F. Greene, M.D. 


Seminoma and Dysembryoma Associated with the 
Same Testicle (Goniomes et dysembryomes testicu- 
laires associes). F. CABANNE, R. Caver, V. Mawupr- 
Vovor, and F. Berrov. 7. urol. méd., Par., 1957, 63: 
705. 


Ir 1s RARE to find two associated tumors so mor- 
phologically and biologically different as those in the 
2 cases reported by these authors. Because of the dif- 
ferences in the morphology and the biological reac- 
tions between the two tumors, a goniome aon 
of Chevassu) and a dysembryoma found in the same 
testicle, the authors have made a detailed study of the 
pathology and hormonal assays of these associated 
tumors. 

The first patient, a farmer, had a right orchidec- 
tomy, after several aspirations of what was thought to 
be hydrocele fluid. At the time of surgery, 8 months 
after the first aspiration, a mass the size of an orange 
was removed. Histological examination established a 
diagnosis of immature, mixed dysembryoma with 
areas of chorioepithelioma and an associated semi- 
noma. The patient died 5 months after surgery of 
generalized metastases. 

Histopathological study of the specimen established 
the diagnosis of mixed tumor of the testicle, and the 
various pathological elements are minutely described 
in this article. 

Biological assays on the 24 hour collection of urine 
were made 9 days after castration. The evaluation of 
the “‘ gonadostimulines”’ using the technique of Henry 
showed an excretion of between 125 and 175 mouse 
units, The same technique would show from 5 to 25 
mouse units a day in the normal male adult. 

The Friedman, Brouha, and Hinglais reaction to 
determine the elimination of chorionic gonadotrophin 
showed an activity of between 10 and 15 rabbit units. 

The 17 ketosteroid studies were made by using the 
Zimmerman and Salters method as modified by 
Henry and Thevenet. The first part of the specimen 
was chlorhydrolyzed and the second part was sub- 
mitted to enzymic hydrolysis. The following results 
were obtained: 37 mgm. in 24 hours, after chlor- 
hydric hydrolysis; and 51 mgm. in 24 hours, after 
enzymic hydrolysis. 

By chromatography, using the Henry and Thevenet 
procedure of identification of the 17 ketosteroids, it 
was possible to observe the increase in all of the frac- 
tions, especially that of androsterone which was con- 
sidered as a reflection of the intense activity of the 
secreting gonadal cells. 

The second patient, 29 years of age, first had pain 
in the left flank without urinary symptoms. Four 
months later, after being in good health for this period, 
he noticed a feeling of heaviness in the left flank. After 
5 months he had another attack of left flank pain that 
radiated to the left testicle. 

The symptoms finally led to the discovery of an en- 
largement of the left testicle. Eleven months later 
palpation of the testicle showed it to be enlarged, soft, 
and not too sensitive. In addition, physical examina- 
tion revealed a painful, hard mass, the size of an egg, 
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on the left side of the vertebral column. The left iesti- 
cle was removed and the patient left the hospital on 
the sixteenth day. He was given 10 x-ray treatments 
to the lumbar region which he tolerated poorly. His 
condition gradually became worse and he expired 3 
months after surgery. 

Histopathological study of the testicle showed the 
presence of a seminoma and a dysembryoma. The 
Friedman, Brouha, and Hinglais reaction showed 20 
rabbit units of chorionic gonadotrophin per liter of 
the patient’s urine the day following the removal of 
the testicle. 

The 17 ketosteroids were determined to be 8.8 mgm. 
in 24 hours using the method of Zimmerman and 
Salters, whereas in the normal adult male, using a 
similar technique, the assay would be between 10 and 
15 mgm. Because of technical difficulties no chromo- 
graphic analysis was done. 

The second analysis of the patient’s urine was done 
on 575 c.c. of urine when the patient’s condition was 
quite poor, just a few days before he died. These re- 
sults were unfortunately incomplete; however, they 
were as follows: 

1. Chorionic gonadotrophin greater than 50 rabbit 
units per liter of urine. 

2. 17 Ketosteroids 7.5 mgm. per liter of urine, or 
3.8 mgm. per 24 hours of urinary excretion. 

3. 11 Oxysteroids, expressed as cortisone per liter, 
4 mgm. or 2.4 mgm. per 24 hour excretion of the pa- 
tient’s urine. 

The association of two dissimilar tumors existing 
within the same testicle suggests various clinical, 
anatomicopathological, and biological problems. 

The authors point out the different mode of onset 
of the tumor in each case. In the first case, it appeared 
as a testicular tumor, while in the second patient it 
was thought that he had renal colic and later epididy- 
mitis. It was due to a surgical exploration and micro- 
scopic study of the testicle that the secondary site of 
lumboaortic metastasis was suspected. It is not un- 
common in the clinical history of testicular tumors to 
discover widespread metastases even though the tes- 
ticles remain normal to palpation. Not only does early 
lumbar pain suggest the first evidence of metastasis 
from testicular neoplasm, it can also be of grave prog- 
nostic significance. 

Another practical point is suggested by this com- 
bination of two tumors in the same testicle. Is the 
lumbodorsal pain associated with the metastasis of the 
seminoma or the dysembryoma? Radiotherapy is 
based upon the cellular structure of the metastasized 
lesion, for that of the seminoma responds most favor- 
-_" to this type of therapy, while other cellular types 

Oo not. 

The rapid evolution of the tumor in these two cases 
suggested metastasis of a chorioepithelioma and not a 
seminoma. From an anatomicopathological con- 
sideration, the cells of the two tumors were inter- 
mingled and inseparable since both types of tumor 
cells were represented in the same microscopic sec- 
tions, while, in the second specimen, the tumors were 
distinctly separated and appeared side by side without 
direct morphological relationship. Microscopic dif- 
ferentiation between these two tumors would seem to 
be easy because of the characteristic appearance of 
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the typical cell; however, this is not always possible 
because of the similarity between certain immature 
ectoblastic or trophoblastic cells that are similar in 
appearance to the seminoma cell. These tumors are 
sometimes diagnosed as “‘ pseudoseminomas.” 

Thus, it is imperative to examine minutely the 
various sections of the specimen in order to confirm 
the co-existence of two tumors, such as a seminoma 
and a dysembryoma, in the same testicle. 

In commenting upon the hormonal assays in tes- 
ticular tumors, the authors found it difficult to obtain 
exact measurement of the amount of “folliculo- 
stimulin” and chorionic gonadotrophin. By com- 
bining Henry’s technique to determine the total 
‘“‘gonadostimulin” in the urine and the Friedman, 
Brouha, and Hinglais reaction to determine the 
elimination of the chorionic hormones, it is possible to 
obtain a biological evaluation of sufficient usefulness 
to be of clinical significance. 

The authors have reported 2 observations of pa- 
tients having a seminoma and dysembryoma in the 
same testicle. They have described some of the clinical, 
anatomicopathological, and biological problems that 
this association of tumors in the same testicle pro- 
duces. —Conrad A. Kuehn, M.D. 


MISCELLANEOUS 


The Pathologic Mechanism and Pathology of Func- 
tional Incontinence in Women (Ueber Patho- 
mechanismus und Pathologie der funktionellen In- 
— der Frau). J. Sirxéry. Zschr. Urol., 1957, 

: 571. ; 


ONLy ABouT 64 to 78 per cent of women who are 
operated on for urinary incontinence are cured. The 
large number who do not benefit from surgical inter- 
vention do so because not all causal factors have been 
taken into consideration preoperatively. 

Concepts of the mechanism responsible for urinary 
control have undergone changes in recent years. It 
used to be assumed that the bladder contents were 
retained by a ring-shaped vesical sphincter, M. 
sphincter internus (lissosphincter). Heiss, Wesson, Mc- 
Crea, and others have shown that a true ringlike 
muscle does not exist at the vesical neck. They believe 
that loops fashioned by the detrusor fibers pulling in 
opposite directions shut off the bladder outlet. Sur- 
rounding the more distal portion of the urethra is the 
voluntary sphincter, M. sphincter externus (rhabdo- 
sphincter). It surrounds the urethra in a ringlike 
fashion and is considered to be a voluntary sphincter. 
The bladder is supported by the urogenital diaphragm, 
which is frequently referred to as the M. pubococ- 
cygeus by American authors. It is also known as pars 
symphysica fasiciale pelvis; ligg. pubovesicalia (tractus 
fibrosus pubovesicalis). Bonney and Watson refer to 
it as the fascia pubo-vesico-cervicalis. The efficiency 
of the bladder supports can be tested with a perine- 
ometer or by means of urethrography, in which the 
urethrosymphysial or the urethrovesical angle is 
measured. Continence normally is maintained through 
(1) the active and passive closure of the two sphincters, 
(2) by means of the intact bladder supports, and (3) 
through the ability of the detrusor muscle to expand 
during filling. 





Urinary incontinence results from injuries which 
interfere with the functional efficiency of the rhabdo- 
sphincter. Sphincterometric measurements often dis- 
close reduced tonicity of the rhabdosphincter in pa- 
tients with urinary incontinence. Urethrography fre- 
quently shows a funnel-shaped vesical outlet. It is 
noteworthy that urinary incontinence rarely ensues 
immediately after obstetrical trauma, and in the series 
investigated by the author, imperfect urinary control 
occurred 20 years after the last childbirth in 14 cases, 
and in 17 women it did not manifest itself until 25 
years later. The author, therefore, doubts that injury 
to the closing mechanism of the bladder is the im- 
mediate cause of incontinence. He believes that 
damage of the innervation of the mechanism re- 
sponsible for continence is the most likely reason for 
eventual loss of urinary control. The investigations of 
Thomsen, Jones, Kegel, Jefcoate, and others have 
shown weakening of the bladder supports in women 
who have urinary incontinence. Such findings, how- 
ever, can be demonstrated also in women who are 
continent, and the question arises why do these factors 
cause loss of urinary control in some women, but 
not in others? 

The inability of the bladder to expand to normal 
capacity is another possible cause of urinary in- 
continence in some patients. In most instances, 
urinary incontinence is due either to direct weakening 
of the muscles responsible for bladder closure or to 
impairment of the bladder supports. 

In the differential diagnosis, it is important to 
establish whether urinary incontinence is due to 
so-called functional incontinence or to enuresis. In 
cases of enuresis hyperirritability of the bladder will 
be present in 90 per cent, in contrast to cases of 
functional incontinence among which only 20 per 
cent of the patients will have such hyperirritability. 
In most cases of enuresis the closing mechanism of 
the bladder is found to be intact, whereas in func- 
tional incontinence, injury to the bladder supports 
and to the closing mechanism is usually present. 
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In summary, functional urinary incontinence is 
due to disturbance of the closing mechanism of the 
bladder, injury of the bladder supports, or inadequate 
distensibility of the detrusor muscle. Such abnor- 
malities, however, can also be seen in continent 
women. Serious injury to the closing mechanism of 
the bladder leads to absolute incontinence and occurs 
immediately after trauma. In patients with relative 
incontinence, the inadequate urinary control sets 
ir. years after obstetrical trauma. 

—S. Richard Muellner, M.D. 


The Future of Hemodialysis in Military Medicine. 
Paut E. TEscHAN and CHar Es R. BAxTER. 7. Am. M. 
Ass., 1958, 166: 11. 


THE USEFULNESS of the hemodialyzer is in direct pro- 
portion to the selectivity and availability of patients 
to the specialized center where physicians, laboratory 
facilities, and adjunctive ancillary services are effi- 
ciently procurable. When these criteria were met, the 
results obtained at the renal insufficiency center in 
Korea were encouraging although not as good as 
anticipated. The 0.5 per cent of combat casualties who 
survived initial injury and developed post-traumatic 
renal insufficiency did so as a result of the rapid rate 
of accumulation of potassium and nitrogen due to 
renal failure. 

In the presence of extensive injury, sepsis, and poor 
wound-healing, dialysis may frequently prolong life 
until diuresis permits ultimate recovery. The develop- 
ment of a small, efficient dialyzer operated under the 
auspices of a renal insufficiency team prepared to 
function within helicopter distance of the evacuation 
units, should appreciably add to the survival rates of 
those individuals who experience renal shutdown 
following injury. Other methods of management of 
the anuric patient may be carried out under the 
guidance of the same renal insufficiency team which 
would thereby permit the selection of patients for 
dialysis and result no doubt in an increased incidence 
of recovery. —Peter L. Scardino, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, ‘TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Paratendinosis Ossificans Circumscripta (Knochenan- 
lagerungen im Strecksehnenapparat der Finger, Para- 
tendinosis ossificans circumscripta, und Sudecksches 
Syndrom nach Oberarmkopfbruch ). Hans Mav. Jschr. 
Orthop., 1957, 89: 318. 


THE AUTHOR reports the case of a 54 year old patient 
who developed a circumscribed formation of bone 
over the extensor surface of the fingers and ossification 
of the ligaments of the elbow following treatment for a 
subcapital fracture of the head of the humerus. The 
patient had also developed Sudeck’s syndrome. 

The accident had occurred in December, 1955. 
Treatment consisted of the application of an abduction 
spica cast. The patient was asymptomatic until Febru- 
ary, 1956, at which time the cast had been removed 
because of swelling and limitation of active motion in 
the hand. The patient received physical therapy con- 
sisting of passive motion of the elbow and finger joints, 
(3 to 4 times daily), hot air treatments, and massage. 
On March, 1956, persistence of the swelling in the 
hand was associated with stiffness. Bonelike hardening 
of the joints occurred in June. Examination in August 
showed a marked thickening of the circumferences 
over the middle joints of the fingers with absence of 
active motion and only slight passive motion. The skin 
over the joints was extremely tight. The motion in the 
right elbow joint ranged from 100 to 80 degrees. There 
was 20 degrees of limitation in supination. 

Anteroposterior roentgenograms showed a bone 
bridge on the ulnar side of the proximal interphalan- 
geal joint of the right middle finger. On the lateral 
view there were 0.5 cm. thick, crestlike projections of 
bone over the proximal joints of the second, third, and 
fourth fingers. The roentgenograms of the elbow 
showed calcium shadows over the ulnar epicondyle of 
the humerus and over the tip of the olecranon. The pa- 
tient was again placed on physical therapy, which re- 
lieved the symptoms but did not influence the objec- 
tive findings. He was seen again in February, 1957 for 
a follow-up, at which time the findings were un- 
changed. It was felt then that they were of permanent 
nature, 

In the discussion the author states that the given 
findings are extremely unusual and somewhat resem- 
ble the myositis ossificans which one frequently sees 
after fracture at the elbow joint. He feels that a chronic 
trauma, especially passive exercises in combination 
with Sudeck’s syndrome, may be responsible for the 
changes. Roentgenograms and an extensive review of 
the literature are included in the article. 

—George B. Wichman, M.D. 


Report of a Case of Plasmocytoma in Childhood (Mit- 
teilung einer Erkrankung an Plasmozytom im Kinde- 


salter). H. WEICKERT. <schr. Orthop., 1957, 89: 237. 


THIS IS A CASE REPORT of a plasmocytoma in a boy of 
10 years. 


' 





The initial symptoms were pain and reduction of 
motility in the right hip joint. The roentgenogram 
showed atrophy of the right socket. The sedimentation 
rate was markedly elevated. 

After complete remission for a period of 3 months, 
the symptoms recurred and the child was readmitted. 
This time he was acutely ill with high fever, septic 
temperatures, and somnolence. Under the tentative 
diagnosis of an empyema the joint was opened, turbid 
serous liquid was aspirated (which proved sterile on 
culture), and antibiotic therapy was started. The con- 
dition did not improve, the patient’s condition ran a 
rapid downhill course, the sedimentation rate rose to 
136, a hemorrhagic diathesis developed which made 
frequent blood transfusions necessary, and the patient 
expired, 5 months after the first, and 6 weeks after the 
second, admission. 

The autopsy revealed generalized atypical plasmo- 
cytoma with large tumors in both alae ilii and scat- 
tered foci in the spine, the skull, and the orbits, and 
infiltration of tumor tissue in the adipose tissue of the 
orbits. 

As the correct diagnosis was made only at autopsy, 
liver function tests, sternal puncture, and serum elec- 
trophoresis were not done. 

The case is noteworthy because plasmocytoma in 
children is extremely rare. The author found only 10 
cases in the entire literature. 

— Werner M. Solmitz, M.D. 


Sarcoma in Paget’s Disease of Bone. CHar.tes A. 
PorrettTA, Davin C. DAHLIN, and JosepH M. JANEs. 
J. Bone Surg., 1957, 39-A: 1314, 

SIXTEEN CASES of osteogenic sarcoma have been found 

among 1,753 examples of Paget’s disease of bone ob- 

served at the Mayo Clinic. A clinical and pathologic 
study of these cases has been presented. The English 
language literature has been reviewed, and a total of 

128 cases have been discussed and evaluated as a 

group. 

The incidence of sarcoma among our 1,753 patients 
with Paget’s disease was 0.9 per cent. The average age 
of patients in whom the two conditions coexisted was 
58 years with a range from 32 to 72 years. 

The sex ratio of males to females of the 1,753 pa- 
tients with Paget’s disease was 2:1, and this ratio was 
the same in the 128 collected cases of sarcoma in 
Paget’s disease. 

Pain, swelling, or both were present in every case 
of sarcoma in Paget’s disease, and these were the 
most important clinical features in the diagnosis. 
Many patients were unaware of the presence of their 
Paget’s disease until sarcoma developed. 

Of the sarcomas in Paget’s disease of the long bones, 
18 per cent developed at the site of recent fractures, 
which may or may not have preceded the onset of 
sarcoma. 

All 10 of the sarcomas examined microscopically in 
this series were osteogenic sarcomas. In 5 of the 7 
cases in which Paget’s disease was also noted micro- 














scopically, very cellular areas were seen, areas which 
might be termed “ presarcomatous.” 

The prognosis of sarcoma in Paget’s disease is poor, 
only one 5 year survival being found among 128 cases 
reported in the literature. Treatment has consisted 
essentially of amputation or roentgen therapy. Delay 
in diagnosis and treatment is considered to be one of 
the factors in the poor prognosis, and suggestions for 
improvement are made. 


Congenital Proximal Radioulnar Synostosis. Study of 
7 Cases with Special Reference to Spontaneous De- 
velopment of the Malformation (La sinostosi con- 
genita radio-ulnare prossimale. Studio di 7 casi con 
particolaro riguardo all’ evoluzione spontanea della 
malformazione). RENATO MAsTROMARINO. Ortop. trau- 
mat, app. motore, 1957, 25: 901. 


CONGENITAL PROXIMAL RADIOULNAR SYNOSTOSIS is a 
very rare skeletal malformation, only some dozen cases 
having been reported. The present series comprises 7 
cases observed over periods varying from 5 to 7 years. 
The fusion of the two bones was located in the proxi- 
mal third of the forearm at the site where these bones 
cross each other in pronation. Very few such cases 
were recognized before the advent of roentgenology, 
except at autopsy. The condition has frequently been 
observed in association with other congenital mal- 
formations, especially those of the elbow and synostosis 
of the distal third of the two bones. Anatomically the 
fusion varies in extent from 2 to 7 cm. The condition 
has been described as hereditary, affecting several 
members of the same family or several generations. 
The 7 cases are described in detail with illustrative 
roentgenograms. Various etiologic theories have been 
suggested, including amniotic compression, neurologic 
and traumatic factors, as well as intrauterine compres- 
sion. Atavism and arrested growth have claimed more 
interest as possible etiologic possibilities. The condition 
was finally defined as a congenital dysplasia of the 
pronosupinator complex with various degrees of ex- 
trinsication, such as synostosis with anterior position 
of the radius, dislocation of the radius with synostosis, 
dislocation of the radius without synostosis, and block 
in semipronation without skeletal defect. The anomaly 
is usually bilateral and frequently associated with other 
congenital malformations, such as congenital torti- 
collos, flattening of the homolateral hemithorax, genu 
valgum, congenital dislocation of the hip, pes cavus, 
supernumerary thumb, and luxation of the fingers. 
Greater interest has been evinced in its association 
with synostosis in the distal radius and other malforma- 
tions of the elbow. 

In the monolateral cases the differences in length 
and trophism as compared with the normal limb did 
not exceed 1 or 2 cm. The type of union of the two 
bones varied, being achieved in one case by way of an 
intermediate formation. In 7 cases the fusion of the 
two bones was complete or almost complete, in 2 
instances with simple contact of the cortices. The re- 
lations between the radial head and the condyle of 
the humerus were conserved in a single case; in the 9 
other cases they were always changed because of 
posterior dislocation of the head. The distal radioulnar 
articulation in all of the cases showed only slight 
signs of dysmorphism in the roentgenograms. In 3 
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cases no treatment was administered, so that the course 
could be considered spontaneous. The patients were 
observed over periods of 17, 15, and 11 years, respec- 
tively. 

Clinically, in the unilateral cases, the synostosis did 
not appear to affect the growth of the limb, the dif- 
ferences in length and trophism of the limb remaining 
almost unchanged. In almost all of the cases the 
deformity had led to an extreme degree of pronation. 
It was difficult to ascertain how much was due to 
the synostosis per se and how much to the patient’s 
attempt at compensation by an inward rotation of the 
shoulder with extroversion of the palm, which resulted 
in a certain laxity of the scapulohumeral ligaments. 
Flexor extension of the elbow and wrist remained 
intact. 

Roentgenographically, the ulna, thin and hypo- 
trophic, particularly in the intermediary diaphyseal 
longitudinal tract, showed less growth than the radius, 
which with normal growth accentuated its curvature. 
The synostosis also grew, reaching a length up to 7 
cm. Only in a single case was an intermediate forma- 
tion involved in the fusion. With growth, the posterior 
displacement of the head of the radius became less 
marked. The humeral condyle developed normally. 

Andreini, on the basis of the theory that phylo- 
genetically there are two fundamental types of articu- 
lation at the elbow, with the radius anterior to the 
ulna and with the radius lateral to the ulna, with two 
different corresponding types of function, believes that 
congenital proximal radioulnar synostosis constitutes a 
formative deviation of the normal morphologic de- 
velopment of an organ capable of evolving toward an- 
other plane of fixed pronation rather than prosupina- 
tion. Thus, subdivision of the two bones is rendered 
unnecessary and as there is no stimulus, the bones are 
no longer subject to the normal ontogenetic process 
and hypoplasia results. 

This theory has been used in the hope of solving the 
relations existing between proximal radioulnar synos- 
tosis and luxation of the head of the radius, conditions 
which frequently, but not constantly, co-exist. The 
dysplasia is considered a formative anomaly with devi- 
ations of normal growth. Associated deformities are 
ascribed to the variable activity of the gene bearing 
the anomalous character. In synostosis with anomalous 
migration of the radius and total muscular aplasia, 
the synostosis is the predominant element, as evi- 
denced by the length of the synostotic tract. Anterior 
luxation of the radius with synostosis and muscular 
changes appear when the luxation is primary and the 
short synostotic tract is an expression of the intensity 
of the action of the gene. Simple luxation of the radius 
with muscular changes; and exclusively muscular 
changes are an expression of a very slight action of the 
gene. On the other hand, anomalies of the distal end 
of the humerus are the result of malformation of the 
bones of the forearm. 

The present series included 7 cases observed in pa- 
tients from 16 months to 5 years of age, with one ex- 
ception at 11 years. The malformation was unilateral 
in 4 cases and bilateral in 3 cases. The family history 
was negative in all. There were no associated mal- 
formations except in one case with associated aplasia 
of the forearm and hand. Ten synostoses were observed 
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(4 monolateral and 3 bilateral); the forearm was in 
complete pronation in 7 cases and in semipronation in 
3 cases. 

The practical conclusions to be gained from these 
observations are that growth exerts an unfavorable 
effect on untreated synostoses, with exacerbation of 
the vicious position of the forearm; and creates diffi- 
culties in future compensation for the missing function 
and in correction of the dysmorphic changes about 
the wrist that may affect the working capacity of the 
patient. Considering the morphologic condition of the 
bones and joints, compensation by prosupination 
would seem impossible. Growth brings undeniable 
advantages if the forearm is kept in proper position. 

— Edith Schanche Moore 


A New Syndrome of Hypertrophy of the Lower Ex- 
tremity: Hypertrophy, Angiomatosis, and Hetero- 
topic Ossification (Un nouveau syndrome d’hyper- 
trophie du membre inférieur; hypertrophie, angioma- 
tose et ossification hétérotopique). C. Bactu and 
N. Rosanescu. Acta orthop. belg., 1957, 23: 265. 


Two INSTANCES of hypertrophy of the lower extremity 
which seems not to have been reported previously, 
were observed at the Brancovan hospital in Roumania. 

The first patient was a 25 year old male who was 
suffering from congenital hypertrophy of the left lower 
extremity associated with genu flexum. Since birth 
the left foot had been larger and more swollen than 
the right. The patient, when 9 years old, began to limp 
with a fixed flexion deformity of the left knee. At this 
time groups of swollen subcutaneous veins were noted. 

At examination the left leg appeared hypertrophic 
and edematous; the foot was in a position of equino- 
varus; the knee was flexed at an angle of 25 degrees. 
Large masses of varicosities could be felt in the soft 
tissues. The circumference of the left leg was more 
than 4 cm. greater than that of the right. 

The roentgenogram disclosed irregular areas of 
ossification in the soft tissues of the leg and in the 
posterior portion of the knee. 

At operation the knee joint was straightened by 
clongating the various posterior muscles of the thigh 
and by posterior capsulotomy; the capsule was thick- 
ened and beset with heterotopic calcareous concre- 
tions. The straightened limb was immobilized in a 
plaster cast. The following day there were signs of 
arterial thrombosis in the region of the popliteal space 
and incipient ischemic gangrene of the leg and foot. 
The cast was removed and the knee returned to a 
flexed position; energetic anticoagulant therapy was 
instituted. 

At reintervention, 4 days later, 1 to 2 cm. of the 
occluded popliteal artery were excised and multiple 
incisions were made through the aponeurosis of the 
external surface of the leg. In spite of this, however, 
the gangrenous process progressed and the limb was 
amputated at the middle third of the thigh. 

Dissection of the amputated limb uncovered an 
abundant plexus of varicose veins enclosing the other 
anatomical formations as in a network. 

The second patient was a 20 year old woman who 
was complaining of pains at the level of the right 
thigh. When 3 years of age the pains had occurred 
and were accentuated with effort; at this time venous 
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Fic. 1 (Baciu, Robanescu). 


varicosities appeared in the region of the knee. Al- 
though much relieved by spa treatment, the pain 
would soon return. Diffuse ossifications in the region 
of the knee were eventually demonstrated roentgeno- 
logically and, following a period of balneotherapy, 
the ossifications showed an increase. 

At examination the right lower extremity was 2.5 
cm. longer than the left and on the affected side there 
was marked limitation of extension of the right knee. 
The knee was swollen and the quadriceps was infil- 
trated and hard, and painful to palpation. The roent- 
genogram now showed numerous ossifications of vary- 
ing density which appeared to be disseminated through 
the entire musculature of the anterior region of the 
thigh (Fig. 1). 

A periarterial sympathectomy was carried out and 
this appeared to produce a diminution in extension 
of the areas of ossification. 

Some months later an elongation of the quadriceps 
tendon was performed, a procedure which was ren- 
dered difficult by an abundant hemorrhage from the 
large varicose dilatations. 

Specimens from the removed fragment of tissuc 
disclosed numerous ossifications and extensive fibrotic 
and hyalin areas; the entire region had an angioma- 
tous appearance. ‘The histologic diagnosis was myositis 
with zones of ossification and of angiomatous vascular 
dilatations. — John W. Brennan, M.D. 


/ 











Amniotic Disease in the Pathogenesis of Certain Con- 
genital Curvatures of the Tibia; Preliminary Re- 
port (La malattia amniotica nella genesi di determi- 
nate curvature congenite de tibia. Nota preliminare). 
Apo Matortti and LAMBERTO Peruaia. Ortop. traumat. 
app. motore, 1957, 25: 1031. 


Two cases of bowing of the tibial axis with deep de- 
pressions of the skin at the level of the deformity are 
described in infants 5 and 6 months of age, respectively. 
Congenital bowing and pseudarthrosis of the tibia are 
believed to be different aspects of the same congenital 
condition, the congenital bowing being considered the 
prepseudarthrotic state. The fact that such curvatures 
improved a few months following release of the con- 
stricting bands suggested that the latter may constitute 
the actual cause of the tibial bowing. Clinical observa- 
tion, oscillography, photography, and roentgenograms 
seemed to confirm this impression. In both cases, the 
limb showed a deviation at an obtuse angle, with an 
external anterior convexity in one case and a posterior 
external convexity in the other. In both cases atrophy 
of the limb was masked in the distal portion of the leg 
by edema due to lymphatic congestion. The feet in 
both cases were deformed, leaving only a small 
rounded mass attached by a pedicle in one case. 
Roentgenograms confirmed the objective findings, 
showing the deviating axis of the tibia. 

A tentative classification of these curvatures divides 
them into three groups. In the first group are curva- 
tures of the anteroexternal convexity in the lower 
third of the tibia that are usually the site of congenital 
pseudarthrosis. The bone is usually sclerotic with a 
greatly constricted medullary canal. The muscles are 
not contracted; the deformity is localized, but not 
associated with other malformations. It has been sug- 
gested that embryonic factors may be involved, that a 
fibrocystic lesion at the apex of the curvature, fibro- 
matosis, and vascular factors may play a part. 

In the second group the convexity of the curvature is 
always anterior or anterolateral, with retraction of the 
muscles of the leg, pes equinus, and other malforma- 
tions. Pseudarthrosis is not always present in this group. 
The leg appears shortened, with attenuation of the 
tibia in the roentgenogram, sclerosis of the cortex at 
the apex of the curvature, and beginning signs of in- 
fraction of the cortex. In these cases, there is only 
slight equinus with contraction of the tendon of 
Achilles. One theory concerning this group is that the 
muscles have failed to keep up with the bone in longi- 
tudinal growth. 

In the third group of cases the curvature is located 
at the posterior internal convexity, always in the lower 
third of the leg. The fibula follows the tibial incurva- 
tion. There is an associated talovalgus and retraction 
of the muscles of the same leg with shortening of the 
leg and cortical attenuation on the curvature. Con- 
servative treatment usually suffices in these cases. The 
pathogenetic factors include fibrocystic lesions, neuro- 
fibromatosis, and vascular components. However, the 
number of cases reported and carefully studied is far 
too small to permit definite conclusions. 

The localization and course of the deformity are 
affected by various local conditions, including muscu- 
lar, mechanical, nervous, and vascular factors, which 
contribute to difficulties of consolidation following 
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fractures at the site of the curvature. The presence of 
congenital constrictions at the site of the malformation 
has suggested that they may have some pathogenetic 
significance. In the 2 cases described, release of these 
constrictions in the first few months of life led to pro- 
gressive clinical, roentgenographic, and oscillographic 
improvement, thus apparently proving their etiologi- 
cal significance. Following release from these con- 
strictions, the limb was immobilized first in a plaster 
cast and then in an aluminum splint. 
— Edith Schanche Moore 


March Gangrene; Ischemic Myositis of the Leg Mus- 
cles from Exercise. JoHN P. BLANDyY and Rosert 
Futier. 7. Bone Surg., 1957, 39-B: 679. 


MARCH GANGRENE is characterized by an ischemic 
necrosis of the muscles of the lower leg. The anterior 
tibial muscle is most frequently affected. Sixteen 
cases of March gangrene have been described in the 
literature since the condition was first observed by 
Severin in 1943. The condition is found in healthy, 
young, muscular individuals and follows physical 
activity. The leg becomes swollen after a short period 
of rest, and the overlying skin becomes red and hot. 
The patient is unable to move the foot; passive move- 
ment causes intense pain. The affected muscles are 
woody-hard, unresponsive to stimuli, and electrically 
silent. The syndrome usually observed is necrosis of 
the anterior tibial muscle, paralysis of the extensor 
digitorum brevis, and anesthesia of the first interdigital 
cleft. 

The author describes 3 cases of March gangrene 
occurring in soldiers who had been in the army for a 
short period of time. Most of these conditions followed 
a game of football or a marching drill. In all 3 cases 
the compartment was incised, and in all of them the 
tension in the compartment was so great that the 
edges of the fascia gaped open from three-fourths to 
1.5 inches. The severe pain usually disappeared im- 
mediately after surgery, and function usually returned 
very satisfactorily. In one instance, in which surgery 
was not performed, a definite weakness of the peroneal 
muscle group in the left leg remained. Ischemic 
necrosis of the anterior tibial muscle may occur from 
other causes, i.e. as a complication of fractures or 
vascular disorders, such as rupture of the popliteal 
artery, endarteritis obliterans, or emboli. It may also 
occur because of a direct injury to the artery. These 
cases are not included in this group and should not 
be called March gangrene. Histological examination 
of the muscles revealed areas of necrosis and in- 
terstitial fibrosis. 

The authors regard March gangrene as a surgical 
emergency. Failure to decompress the muscle results 
in a permanent, severe disability. 

—George I. Reiss, M.D. 


The Present Status of Plastic Operations on the Cru- 
ciate Ligaments (Der heutige Stand der Kreuzband- 
plastiken). K. NiepeERECKER. Langenbecks Arch. u. 
Deut. Lschr. Chir., 1957, 287: 688. 


Tears of the cruciate ligaments are among the most 
severe injuries of the knee joint. They never occur alone 
but always in conjunction with injuries of the bones, 
capsule, menisci, or other ligaments. Repair of the 
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Fic. 1. Fic. 


289 





2. Fic. 3. 


Fic. 1 (Niederecker). Appearance after opening of the knee joint: tear of the anterior cruciate 
ligament and the medial meniscus at the anterior insertion with chondromalacia of the patella and 


the medial condyle of the femur. 


Fic. 2. The medial meniscus is separated anteriorly, luxated inward, and fixed at the origin of 
the anterior cruciate ligament. A canal is drilled in the head of the tibia. The remnant of the 
anterior cruciate ligament is visible at the eminentia intercondyloidea. 

Fic. 3. The meniscus is pulled through the drilled canal and sutured anteriorly to the tibia 


head. 


torn ligaments is not necessary in all cases, but only 
when marked complaints persist which impede the 
patient in his work. 

The author reviews and criticizes numerous plastic 
operations which have been suggested by other sur- 
geons, and describes a technique of his own in which 
the cruciate ligaments are replaced by the medial 
meniscus. He has used this method in 34 cases with 
complete success. All patients remained free of com- 
plaints and were able to do heavy physical work after 
the operation. The technique is explained by Figures 
1, 2, and 3. — Werner M. Solmitz, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Restoration of Opposition of the Thumb (Restauration 
de lopposition du pouce). G. Rreunau and R. Gay. 
Sem. hép. Paris, Ann. chir. plast., 1957, 11: 301. 


OpPosITION OF THE THUMB is accomplished by abduc- 
tion of the pollicis longus muscle and a movement of 
the thumb toward the center of the hand accompanied 
by an axial rotation through the action of the muscles 
of the thenar eminence. When only the thenar muscles 
are paralyzed, relatively simple techniques may be 
used to restore opposition. 

In complex lesions, however, there may be diffi- 
culties which at times are unsurmountable. Arthro- 
desis of the thumb in opposition is then carried out. 
The preferred motor is the flexor sublimis of the fourth 
finger. A pulley is constructed in the region of the 
pisiform bone, or the tendon is passed around the 
flexor carpi ulnaris to provide a good direction of pull 
for the tendon or tendon graft used as a motor. 





The tendon is inserted either in the base of the 
proximal phalanx or in the neck of the metacarpal 
bone. 

Other procedures are sometimes indicated: cap- 
sulotomies to correct deformities, nerve sutures to 
provide sensation, plastic procedures to improve the 
gliding of the tendons, and sometimes arthrodeses of 
the wrist to liberate tendons which are to be used as 
motors in severe cases of paralysis. 


Two case histories are presented. 
— JF. C. Mulier, M.D. 


Surgical Treatment of Congenital Dislocations of the 
Hip (Die operative Behandlung am Hueftgelenk bei 
der angeborenen Hueftgelenksverrenkung ). K. CurarI. 
Wien. med. Wschr., 1957, 107: 1020. 


THE AUTHOR reviews the literature since the time of 
Lorenz on both the conservative and surgical treat- 
ment of congenital dislocated hips. It appears that a 
certain percentage of the hips resists closed reduction. 
On the roentgenograms after the reduction one may 
see the head of the femur located at the entrance of the 
acetabulum. An arthrogram in these cases usually 
demonstrates an interposition of the soft tissue—the 
limbus or the capsule of the hip joint—which prevents 
reduction. 

Since 1938, 43 patients were treated by an open re- 
duction in the author’s clinic. In most of the cases the 
time that elapsed between the first unsuccessful closed 
reduction and open reduction was 8 months. In many 
cases several attempts at closed reduction were unsuc- 
cessful before open reduction was performed. The 
average age of the children at the time of open reduc- 
tion was 26 months. The oldest child was 4.5 years old. 














Surgery was performed with the child in a Lorenz 1 
position. The dissection was made between the adduc- 
tor muscles and the vascular bundle. When the an- 
terior aspect of the joint was exposed, a thickening or 
narrowing of the joint capsule was found, which ap- 
peared to prevent or interfere with a relocation of the 
femoral head into the acetabulum. After the capsule 
was incised, reduction was accomplished without dif- 
ficulty. In no instance was the limbus removed. 

Of the 48 patients subjected to open reduction 12 
were operated upon too recently to permit evaluation 
of the results, and 4 could not be located for a follow-up. 
Of 27 remaining patients 19 had excellent results, 1 
developed an infection, and 3 a redislocation. In the 
author’s opinion the redislocation could have been 
prevented in some of the cases if correction of the 
anteversion had been done at the time of surgery. In 
several patients a deformity of the femoral head was 
found which was thought to be due to a forceful closed 
reduction prior to surgery. 

In view of these findings the author suggests that 
open reduction is indicated in cases in which a closed 
reduction has not been successful. In no instance should 
a forceful closed reduction be attempted, since it leads 
to aseptic necrosis of the femoral head, deformity, and 
contracture of the soft tissues. 

For patients more than 5 years of age, when the 
molding possibility of the acetabulum decreases, the 
author suggests an operation which has been success- 
ful in his hands. It consists of an osteotomy of the 
ileum just above the acetabulum. The hip joint is 
pushed medially. The upper fragment protrudes and 
forms a shelflike prominence. This procedure im- 
proves the function of the shallow acetabulum and 
stabilizes the hip joint. The healing of the osteotomy 
occurs in 4 weeks. —George B. Wichman, M.D. 


Tendon Transplantation in Clawfoot Deformity (Das 
Problem der Sehnentransplantation beim poliomyeli- 
tischen Ballenfuss). W. ScHLENZKA. schr. Orthop., 
1957, 89: 366. 


THE AUTHOR discusses the end-result of tendon trans- 
plantation surgery in clawfoot deformity after a long 
period of follow-up. 

He differentiates 2 types of deformity—myelodys- 
plastic and paralytic. In the first the development of 
the intrinsic muscles of the foot is delayed as well as 
their action of flexing the metatarsophalangeal joints. 
The forefoot becomes depressed which strengthens the 
pull of the dorsiflexors and accentuates the deformity. 
When the interossei develop their axis of pull is trans- 
ferred dorsally, and forms a bowstring-like mecha- 
nism acting on the metatarsophalangeal joints and 
pulling the toes into dorsiflexion. With time, the dorsi- 
flexor tendons shorten and the deformity becomes 
permanent. In pes equinovalgus the first metatarsal is 
depressed in relationship to the fifth. The heel is in 
valgus. The first toe is clawed, but becomes straight 
when weight is born on the foot. This second type of 
clawfoot deformity is caused by muscular paralysis 
such as one sees in poliomyelitis. 

In 134 patients surgery was performed. It consisted 
of transplantation of the peroneus longus muscle to the 
midfoot combined with transposition of the extensor 
hallucis longus to the first metatarsal. In some patients 
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with a valgus position of the heel the peroneus brevis 
was moved anteriorly in the hope that derotation of 
the heel would occur. In many patients a block fasci- 
ectomy was performed in conjunction with the other 
procedures, 

Eighty-six cases were followed up; 37 were followed 
up for 6 years and 29 for 10 years, from 1946 to 1956, 
It is interesting that 12 of the second group showed a 
good result in an early stage of examination or 6 years 
from the time of surgery. However, after 10 years only 
3 patients showed a satisfactory end-result. In the re- 
maining patients the deformity recurred. The adduc- 
tion of the forefoot recurred in every patient with 
myelodysplastic feet. Valgus of the heel persisted de- 
spite transplantation of the peroneus brevis anteriorly. 
In case of paralytic feet the end-result of transplanta- 
tion of the muscles was unsatisfactory in adults and 
slightly better in children before the age of 10 years. 
Seven patients with transplantation of the extensor 
hallucis longus to the metatarsal developed hallux 
rigidus. In no patient was the original deformity of the 
foot changed in the course of follow-up. 

In conclusion, the author states that tendon trans- 
plantation for a clawfoot deformity is not a successful 
procedure unless it is combined with stabilization of 
the bones. He recommends a subtalar arthrodesis in- 
cluding the talocalcaneal joint, and in some cases a 
wedge resection from the medial border of the foot for 
correction of adduction and metatarsal depression. 
Tendon transplants alone should be done only in chil- 
dren under 10 years of age. A diagram demonstrating 
the muscular imbalance in clawfoot deformity is 
included in the article. —George B. Wichman, M.D. 


Epiphyseodesis. C. P. VAN Nes. Arch. chir. Neerl., 1957, 
9371. 


EPIPHYSEODESIS is the intentional early arrest of 
growth of an epiphysial disc in order to reduce the 
longitudinal growth of a skeletal part. The arrest of 
epiphysial growth can be temporary or lasting. 

There were 265 epiphyseodeses performed on 211 
patients. Of these, 205 were performed on the lower 
extremities and 6 on the upper extremities. 

The operation was performed to correct differences 
in limb length which resulted from paralysis, con- 
genital anomalies, coxitis, gonitis, war injuries, and 
osteomyelitis. 

In 69 per cent of the cases the difference in limb 
length was less than 2 centimeters after completion 
of growth. 

There were no cases in which untoward effects were 
attributable to epiphyseodesis. Schematic drawings 
are presented to demonstrate the manner in which 
the time and the site of epiphyseodesis can be accu- 
rately calculated. —Richard 7. Bennett, Jr., M.D. 


FRACTURES AND DISLOCATIONS 


Atlas Dislocations (Ucber Atlasluxationen). H. Fesren. 
Aschr. Orthop., 1957, 89: 293. 


THERE Is a fourth feature in the spinal column, 
anatomically and mechanically different from the 
other segments. No disc is found between the atlas 
and axis which represents a rotational joint with 
laterally gliding motions and unusually incongruent 
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articulating surfaces. Rotation is the result of a com- 
plex motion in the atlantoaxial junction because 
the contralateral atlas portion shifts forward while 
the ipsilateral portion glides backward and medially 
together with a “‘screw motion” of the atlas. 

According to the literature the atlas dislocation 
represents a distinct abnormality, often on a non- 
traumatic basis, which produces a wider distance be- 
tween the anterior atlas arc and the dental portion 
and causes the atlas to glide forward with a rotational 
motion. Clinically, the head is tilted to one side and 
the chin rotates into the opposite direction. Contrary 
to congenital torticollis the sternocleidomastoid is not 
in spasm. Occasionally myelitis with paraplegia can 
develop. Another symptom is occipital neuralgia 
caused by pressure and strain on the second cervical 
root and its ganglion. This requires a minor trauma 
only, while in major traumas the dental process 
is fractured. Spontaneous dislocation due to softening 
of the atlantotransverse ligament was found to be 
caused by lymphogenic or hematogenous infectious 
processes. 

The x-ray findings cannot be correlated with the 
clinical symptoms since there are often congenital 
anatomical variations due to incomplete ligamentous 
fixation between the atlas and axis. In fully developed 
dislocation a blocking of the lateral atlantoaxial joint 
prevents rotation. The therapy usually consists of 
cervical collar immobilization for 6 to 8 weeks. 
Manipulation under anesthesia is not recommended. 

—E. H. Bettmann, M.D. 


Posterior Dislocation of the Shoulder. Wesster H. 
Brown, JoHN M. Dennis, CHar.tes N. Davipson, 
Pau S. Ruin, and Haro.p Futton. Radiology, 1957, 
69: 815. 


PosTERIOR DISLOCATION of the shoulder constitutes 
about 2 per cent of the shoulder dislocations and be- 
cause of this small percentage automatically recedes 
into the background as a possibility in shoulder injuries 
and is therefore often overlooked, with dire con- 
sequences. Posterior dislocations are often associated 
with convulsive seizures. There is usually a history of 
internal rotation and adduction. At times there is 
complete loss of ability to abduct the arm. The au- 
thors suggest that obtaining similarly projected views 
of both sides for direct comparison will help to elimi- 
nate diagnostic errors. This variant consists in ob- 
taining simultaneously projected views of both shoul- 
der joints with a decreased tube-to-film distance. It is 
accomplished by placing a 14 by 17 inch film trans- 
versely behind the patient and projecting both 
shoulders at the same time by means of rays divergent 
from the central ray of the tube, which enters the mid- 
line of the body in the region of the top of the sternum. 
If the shoulders are too broad to permit demonstra- 
tion when the tube distance is shortened to 26 or 30 
inches, or if the equipment is not adequate, approxi- 
mately the same result can be obtained by centering 
the tube over the midline and angling the central ray 
laterally to such a degree as to project the shoulder 
joint upon a film properly placed behind the joint and 
lateral to it. This will permit projection of the joint 
and exaggerate posterior displacement, if present. It 
is followed by a similar projection of the opposite 
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shoulder. It is essential that both arms, forearms, and 
hands be in exactly the same position during any pro- 
jection of both shoulders for the purpose of compari- 
son. Any dissimilarity should arouse suspicion and in- 
dicates the need for further studies. Seven brief his- 
tories are presented with illustrative roentgenograms. 
—Bernard C. Gerber, M.D. 


The Fallacy of the Fractured Clavicle. J. H. Hicks. 
Lancet, Lond., 1958, 1: 131. 


THE AUTHOR CHALLENGES the belief that a little move- 
ment at the site of a fracture encourages union, and 
that the outcome in fractures of the clavicle proves 
this point of view. 

The time for the development of union to be visible 
radiologically was determined in a series of fractured 
clavicles treated in the accepted manner. A new tech- 
nique for the x-ray examination of these patients was 
found necessary. The patient was placed obliquely 
before a vertical cassette and one view was taken 
obliquely downward and one obliquely upward. The 
average time for union in this series of patients was 
found to be well over 13 weeks. 

The absence of many symptoms and the early re- 
turn to work of patients with fractured clavicles is not 
good evidence of adequate union. Many of these pa- 
tients when questioned more closely complain of pain 
or soreness. ‘This disappears when union is adequate 
as seen radiologically. 

The author believes, therefore, that the old hypoth- 
esis that a little motion favors union is not supported 
by the behavior of the fractured clavicle. 

—Donald C. Geist, M.D. 


Fractures of the Elbow in Children; Review of 300 
Consecutive Cases. DoNALD J. MAYLAHN and JOHN 
J. Faney. 7. Am. M. Ass., 1958, 166: 220. 


IN A REVIEW of 300 fractures of the elbow in children, 
the most frequent type was the supracondylar fracture 
(177 cases with marked displacement in 72). 

Manipulation and remanipulation of the displaced 
fracture is too often hazardous and traumatic, and 
adds insult to the soft tissues, which further jeop- 
ardizes the nerve and blood supply to the extremity. 
It may delay an already evident nerve injury in 
recovery or be the cause of a nerve injury itself. 

Before any treatment is undertaken, one should ex- 
amine the extremity for vascular and nerve damage. 

No Volkmann contractures were encountered in 
this series. It was not uncommon, however, to note 
an absence of the radial pulse, on admission, with 
good capillary circulation in the fingers. Such absence 
of the radial pulse alone is not an indication for ex- 
ploration of the antecubital fossa. 

Fractures of the lateral condyle are caused by a 
force transmitted up the radius, an abduction force, 
or a direct blow over the lateral aspect of the elbow. 
Clinically, these fractures present a typical swelling 
over the lateral aspect of the elbow; whether minimally 
or markedly displaced. 

Displaced fractures of the capitellum require open 
reduction and fixation with a Kirschner wire through 
the metaphysial portion of the fragment. Fractures of 
the medial epicondyle are best treated by closed meth- 
ods, with open reduction reserved for those cases in 











which the fragmentis incarcerated in the joint. Growth 
usually compensates for angulations less than 20 
degrees. Skeletal traction is recommended as the pri- 
mary treatment for supracondylar fractures if there is 
severe displacement. Three weeks of traction are gen- 
erally followed by 2 weeks of immobilization in a cast. 
Fractures of the lateral condyle (34 cases) require 
careful diagnosis because even a slight displacement 
of the capitellar epiphysis can result in deformity. 
Open reduction was necessary in 14 of these cases. 
For internal condylar separation incarceration must 
be watched for, since it calls for either excision or 
reattachment of the fragment. Fracture of the head of 
the radius (22 cases) was successfully treated by im- 
mobilization in 15 cases) without severe displacement; 
others required either manipulation or open opera- 
tion. In peripheral nerve injuries associated with el- 
bow fractures in children, early exploration is not 
necessary, since spontaneous recovery is the rule. 
—C. Fred Goeringer, M.D. 


The Operative Treatment of Pertrochanteric Frac- 
tures of the Femur with the Round Nail of Lezius- 
Herzer (Die operative Versorgung der pertrochantae- 
ren Oberschenkelfrakturen mit dem Rundnagel nach 
Lezius-Herzer). H. PurscHxe and H. Remé&. Chir. 
Praxis, 1957, 1: 451. 


‘THE AUTHOR describes 115 operations which were done 
between the years 1948 and 1955. Sixty-one of the pa- 
tients were re-examined 7 years after surgery. 

It has been known that with the use of traction, a 
satisfactory result in cases of pertrochanteric fractures 
of the femur can be obtained. The mortality, however, 
is variously reported as being around 28 per cent, and 
the patients remain in the hospital for 10 to 12 weeks. 
In 1934, Moore performed for the first time an open 
reduction of a pertrochanteric fracture. Since that 
time, numerous nails for internal fixation have been 
described (Thornton, McLaughlin, Ehalt, Felsen- 
reich, and others). The Jewett nail and Kuntscher 
nail (Y-nail) very often cause the nail to protrude into 
the joint. The Lezius and Herzer nail is introduced in 
the medial aspect of the femur and placed through the 
upper third of the femur and into the head of the femur. 

Upon admission the patient is placed in traction by 
means of supracondylar skeletal traction. On the third 
day he is prepared for surgery and placed on the frac- 
ture table, and traction on the leg is maintained. By 
means of a special device, the exact length of the 
nail is determined. Under general anesthesia, an inci- 
sion about 2.5 inches in length is made on the inner 
aspect of the thigh. The incision is carried between 
the rectus femoris and vastus medialis. It is then car- 
ried through the vastus intermedius and the bone is 
exposed. The neurovascular bundle is anterior to the 
incision and never endangered by this procedure. A 
hole is then drilled into the bone at an oblique angle 
until the marrow cavity is entered. A guide wire is 
inserted and passed into the head of the femur. The 
position of the guide wire is then checked by x-rays in 
two planes. The round nail is placed over the guide 
wire and introduced by means of a hammer into the 
head of the femur. The end of the nail is firmly 
attached to the shaft of the femur. The patient is 
allowed to get out of bed about 3 or 4 weeks after 
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surgery. Muscle-strengthening exercises are done as 
soon as possible. 

The following complications were observed: the 
bore hole was placed too far distally and a new hole 
had to be made about 2 centimeters above the first; 
the nail penetrated into the shaft, and was withdrawn, 
bent, and reintroduced. 

The mortality was 15 per cent. The average age of 
the patients operated upon was 73 years. The results 
were satisfactory, and only 20 per cent of the total were 
classified as poor. Of the patients with unsatisfactory 
results, 4 were unable to walk at all, and 13 per cent 
were forced to use two canes when walking. 


—George I, Reiss, M.D. 


Details of the Technique in the Treatment of the 
Supracondyloid Fractures of the Femur by Means 
of Transosseous Traction (Particolari de tecnica nel 
trattamento delle fratture sovracondiloidee del femore 
con la trazione transossea), G. Pisani. Chir. org. 
movim., 1958, 45: 51. 


TRAacTION for the treatment of supracondyloid frac- 
tures of the femur is accomplished by means of a 
Kirschner wire. The wire is passed through the distal 
femoral fragment, close to its anterior surface and di- 
rectly opposite the attachments of the gastrocnemius 
muscles. The pull by the wire and weight attachment 
takes place along the axis of the distal fragment and is 
initially rather strong (10 to 14 kgm.). During this 
period the position of the fracture fragments is con- 
trolled roentgenologically and when the over-riding 
of the two fragments is reduced, the second period of 
the treatment is started. 

This second period consists of placing a brace for 
the foot to prevent further movement of the foot dis- 
tally. The traction weight is now reduced to from 2 
to 3 kgm. With the foot braced, the pull on the distal 
fragment assumes the character of a lever with the 
fulcrum furnished by the posterior lip of the tibial 
plateau. With this arrangement the resistance arm of 
the lever, extending from the fulcrum to the attach- 
ments of the gastrocnemius muscles, is significantly 
shorter than the power arm, extending from the just- 
mentioned point of attachment of the gastrocnemius 
muscle to the Kirschner wire. The reduced traction 
weight is sufficient to correct the posterior displace- 
ment of the distal femoral fragment in a few days. 

This amount of pull is easily tolerated by the pa- 
tient, since it simply represents a counter-balancing 
of the elastic pull of the gastrocnemius muscles. 

In the author’s cases treated by this method reduc- 
tion has been completed in less than a week. Traction 
has been continued, however, beyond this period, 
since placing these fractures in a cast would interfere 
with physical therapy and is not considered sufficient- 
ly reliable to prevent a possible recurrence of the 
displacement. — John W. Brennan, M.D. 


New Points of View of the Nature of Lunatomalacia. 
A. J. CoHen. Arch. chir. Neerl., 1957, 9: 309. 


WHEN TRAUMA is absent from the history of a patient 
with lunatomalacia, the pre-existence of a fatigue 
fracture caused by continuous functional mechanical 
stress is suspected. It is known that heavy manual 
labor may give rise to structural changes in the carpal 











— 
Lata ct 





pro 


por 
foll 
fore 
thu 
frac 
pat 
ons 
sm 


cir 


de: 


me 
ne 
fra 


tv 





ults 


ory 
ent 


is- 


— 
Rn 











bones, and often, to formation of traumatic cysts in the 
proximal row of carpal bones. 

The blood supply of the lunate bone is not pro- 
portionate to its function, and thus, trauma is soon 
followed by obstruction of the circulation. The lines of 
force of the hand concentrate on the lunate bone and 
thus, it is predisposed to fatigue fracture. ‘This fatigue 
fracture begins in the subchondral volar and proximal 
parts, and is radiologically demonstrable from the 
onset, especially with the aid of large x-rays using 
small-focus tubes of 0.3 mm. oblique x-rays. 

Lunatomalacia is therefore the result of severe 
circulatory disturbances and continuous stress. This is 
demonstrated as a subchondral fracture which may 
be traumatic, but is usually a fatigue fracture. 

Lunate fractures following a single trauma are by no 
means uncommon. Immediate immobilization is 
necessary in the case of early recognization of fatigue 
fracture of the lunate bone as well as traumatic 
fractures. Immobilization in plaster-of-paris serves no 
purpose if malacia exists unless the pain is considerable. 

Extirpation of malacic lunate bones should never 
be undertaken as it may give rise to important func- 
tional disturbances. —Richard 7. Bennett, Fr., M.D. 


The Treatment of Isolated Spiral Fractures of the 
Tibia in Children (Traitement des fractures spiroides 
isolées du tibia chez enfant). C. Pér&s and Y. Ro- 
BINNE. Sem. hép. Paris, Ann. chir., 1957, 11: 1611. 


A COMPARATIVE STUDY of the end results was made be- 
tween a group of 64 children with spiral fractures of 
the tibia treated by open reduction and internal fixa- 
tion, and a group of 74 similar cases treated by con- 
servative methods. 

Although the immediate results were better after 
open reduction, there was no difference between the 
end results in the two series of cases. 

The authors conclude that open reduction and fixa- 
tion is not justifiable in children as a routine treatment. 
Any deformity caused by minor angulation will dis- 
appear with the growth process. 

In children over the age of 12 years secondary dis- 


' placement may be corrected by manipulation before 


the tenth day after the accident or by continuous 
traction. —J. C. Mulier, M.D. 


ORTHOPEDICS IN GENERAL 


Semimembranaceous Cysts, Their Occurrence and 
Special Features in Children. (Semimembranaceous, 
Vorkommen und Besonderheiten im Kindesalter). E. 
MorscuHer. Helvet. chir. acta, 1957, 24: 266. 


THE MEDIALLY LOCATED POPLITEAL GANGLIA or cysts 
are not uncommon in children. In all cases the ven- 
trally directed cystic stem is attached to the semi- 
membranosus muscle near the tibial head of the gas- 
trocnemius. The prognosis is good. 

The author reports 15 cases with detailed histories. 
In some patients the cyst was filled with contrast 
medium. Boys were more frequently affected. Usually 
there were no complaints of pain. The cyst was reg- 
ularly found between the semimembranosus and the 
tibial portion of the gastrocnemius tendon in the 
medial popliteal space. Differential diagnosis must 
be made from hygroma of the bicipital bursa, psoas 
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abscess, aneurysm, intra-articular effusion, lipoma, 
synovioma, sarcoma, and myxoma. 

Extra-articular bursae around the knee were 
found to be of the semimembranosus and the tibial 
head of the gastrocnemius. 

Pathologically, the semimembranosus cyst is 
evidently a hygroma deriving from the bursa of the 
gastrocnemius-semimembranosus bursa, which is 
under constant pressure and stress due to its location. 
It varies in size from that of a nut to that of a fist; 
it is elastic, not painful, and well definable, containing 
a bilelike substance. Relapses are rare. 

—E. H. Bettmann, M.D. 


Diffuse Skeletal Lipomatosis Without Craniohypo- 
physial Localization (Lipoidosi scheletriche diffuse 
senza localizzazione cranio-ipofisarie). VINCENzO P1- 
ETROGRANDE and RENATO MaAsTROMARINO. Ortop. 
traumat. app. motore., 1957, 25: 947. 


THE AUTHORS’ FIRST PATIENT was a 9 year old boy, 
with a pathologic family history, that is, the mother 
died of a mammary neoplasm and the father, the 
father’s father, and one of the proband’s great grand- 
fathers were afflicted with subcutaneous nodules (sub- 
cutaneous lipomatosis), some of which were as large 
as a fetal head. The only pathologic finding in the 
boy was an augmented blood cholesterin titer (280 
milligram per cent). Roentgenologically there were 
observed a multilocular cystic lesion involving the 
femoral neck on the left side and an infraction of the 
left femoral cervical and trochanteric region. 

The lesion was curetted and a heteroplastic bone 
graft was introduced into the resultant cavity. The 
graft became attached after 5 months, and 2 years 
later the process of repair had become completed 
with absence of evidence of any new lesions. 

The second patient was a 40 year old woman with 
negative family and personal history. For some 
months she had been suffering dull pains with easy 
tiring of the right lower extremity. Roentgenologically, 
there was uncovered in the region of the trochanter 
and in the proximal portion of the femoral diaphysis 
a large pseudocystic area without periosteal reaction. 
Stratigraphically, the lesion exhibited poorly defined 
borders. Cholesterinemia was 185 milligram per cent, 
and the calcemia was slightly augmented (14.2 milli- 
gram per cent). 

Curettement and bone ingrafting brought 18 
months of freedom from symptoms, but then, on the 
occasion of a slight trauma, severe pains and func- 
tional impotence developed. The roentgenologic ex- 
amination at this time showed that the process had 
spread toward the femoral neck and the diaphysis. 
There was no evidence of periosteal involvement; 
however there was a pathological fracture involving 
the entire trochanteric region. 

Again a thorough curettement was carried out, 
followed by packing of the residual cavity with chips 
of spongeous bone. The fracture-itself was treated by 
wire encirclement. Here again the consolidation of 
the part was slow in developing, so that it was only 
after 8 months that the patient could walk without 
support. 

The third patient was first seen when 7 years of 
age. He was a boy who had been suffering for about 
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a year from indefinite pains and claudication on the 
left side. Roentgenologically, there was revealed a 
diffuse osteoporotic process involving the proximal 
third of the left femur with areas of rarefaction of the 
bone as far as the distal third of the thigh. There was 
no periosteal raction. There was solution of the corti- 
cal continuity on the lower border of the femoral neck. 
There was an equally extensive but less intense osteal 
rarefactive involvement of the femoral neck on the 
right side and diffuse densification with spots of rare- 
faction in the left tibia. The titer of the calcemia and 
of the alkaline phosphatase was increased, but no 
important augmentation of the cholesterinemia was 
observed. The left femur was deformed in the guise 
of a “‘varismo.” 

Following curettement the symptoms diminished 
and the patient disappeared from view. This patient 
was again seen after 6 years, exhibiting severe altera- 
tions in both femoral bones. On the left side there 
was a complete separation of the femoral head from 


its neck. On the right side the process was also ex- 
tensive but without the accentuated “‘varismo.” The 
left tibia was thickened and exhibited numerous 
osteoporotic lesions. At this time all laboratory tests 
gave normal readings. 

These lesions were curetted on both sides and the 
resultant cavities filled with bone chips. After a pro- 
tracted immobilization of the extremities in casts, a 
surprising reconstruction occurred, with approxi- 
mately a normal morphology of the parts and com- 
plete absence of pain and functional impotence, which 
permitted the patient to resume his normal bodily 
activities. 

The histologic findings in these 3 patients, made 
in the curetted specimens, were more or less uni- 
formly similar in character, the striking component 
of the removed tissue being the xanthomatous cells, 
There was a tendency toward fibrotic, sclerotic 
changes in the older lesions. 

— john W. Brennan, M.D. 
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BLOOD VESSELS 


Aortographic Diagnosis (Aortographische Diagnostik ). 
K. Ik. Loose. Langenbecks Arch. u. Deut. Zschr. Chir., 
1957, 267: 391. 


Dos SANTOS’ TECHNIQUE of aortography was used ex- 
clusively by the author. The lumbar injection visualizes 
the pelvic arterial tree and the subdiaphragmatic in- 
jection reproduces the higher branches—the renal, 
splenic, hepatic, and superior mesenteric arteries. For 
complete evaluation of the collateral circulatory con- 
ditions rapid serial exposures are needed. This tech- 
nique has enabled the author to follow and explore the 
development of typical collateral patterns in successive 
serial aortograms, sometimes over periods of several 
years. 

In 6 per cent of a series of 1,020 aortographies com- 
plete occlusion of the abdominal aorta were found. 
Usually the occlusion develops from the distal to the 
proximal region and causes functional elimination of 
the lower lumbar arteries. Then the proximal lumbar 
arteries participate in the collateral circulation by 
communication with the inferior epigastric artery. The 
inferior mesenteric artery produces another collateral 
circuit by communicating with the hypogastric or 
with branches of the deep femoral artery. As the 
thrombosis spreads proximally, the inferior mesenteric 
artery is also occluded. Thus, the upper lumbar and 
the stem of the inferior mesenteric arteries are elimi- 
nated for collateral purposes. At this point the very 
important so-called anastomosis of Riolan may occa- 
sionally save the patient. The superior mesenteric 
artery sends blood over the colica media and colica 
sinistra into the branches of the inferior mesenteric 
artery and thereafter over the previously developed 
collaterals into the hypogastric and deep femoral 
arteries. Also the superior hemorrhoidal branches are 
utilized frequently. 

The angioarchitecture of the kidney and spleen is 
reproduced by the subdiaphragmatic injection tech- 
nique, permitting visualization of a hypernephroma. 

The author considers aortography the most im- 
portant diagnostic method for the vascular surgeon 
specializing in peripheral vascular surgery. 

—Gunars Medins, M.D. 


Venous Angiocardiographic Diagnosis of Acute Dis- 
secting Hematoma of Aorta, Dissecting Aneurysm. 
Louis A. SoLorr, JAcos ZATUCHNI, Tisnesas M. 
i and R. Rospert Tyson. Arch. Surg., 1958, 

6: 116. 


THE INCIDENCE of correct diagnosis for acute dissect- 
ing hematoma of the aorta has been disappointingly 
low in most series. Without surgical treatment more 
than one-third of the patients with this condition will 
die within 48 hours and about two-thirds will die 
within 10 days. An operation recently proposed by 
DeBakey, Cooley, and Creech, accomplishes re-entry 
of the dissecting passage into the aorta at some distal 
point and has proved successful in a significant num- 
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ber of cases. Thus, a means of establishing an accurate 
diagnosis early in the course of an acute dissecting 
hematoma of the aorta is necessary for successful 
treatment. Conventional roentgenograms of the chest 
have not been satisfactory in this regard because the 
configuration in dissecting hematoma is similar to 
that seen in marked arteriosclerosis and aneurysms 
of the aorta. However, venous angiocardiography is 
a safe procedure which can establish the diagnosis 
accurately. 

Venous angiocardiography was performed on 3 
patients with acute dissecting hematomas of the aorta. 
Operation was successfully performed on one patient. 
The 2 other patients refused surgery. 

The diagnostic angiocardiographic picture con- 
sists of the visualization of two aortic lumens, a true 
one and a false one, usually separated by a thin layer 
of radiolucency. The true lumen has smooth borders, 
is more densely opacified, and is usually narrower 
than the false lumen. The false lumen shows as a 
crecentic mass which surrounds and compresses the 
true lumen. Usually opacification of the mass is 
slight because of the low concentration of contrast 
material within it. The false lumen may be uniform 
in width, or it may have its greatest width proximally 
close to the internal tear. Tapering may occur at one 
or both ends of the false lumen. With the present 
technique the site of the internal tear is not definitely 
visualized, although it seems likely that the tear is 
close to the origin of the crecentic mass or at its 
greatest width. —George R. Holswade, M.D. 


Femoral Popliteal Endarterectomy in the Treatment 
of Obliterative Atherosclerotic Disease. Jack A. 
Cannon, Witey F. Barker, and I. G. KAWAKAMI. 
Surgery, 1958, 43: 76. 


THE AUTHORS present experience with patients in 
whom atherosclerotic obstruction in the arterial tree 
occurred at some level below the inguinal ligament 
and discuss the long term results, the incidence of 
intercurrent atherosclerotic manifestations elsewhere 
in the body, the technique of operation, and the place 
of lumbar sympathectomy when direct arterial sur- 
gery is applied as a primary treatment. The general 
technical principles employed include: (1) rigid 
clinical evaluation and selection of patients, (2) ante- 
cedent or concomitant lumbar sympathectomy, 
(3) demonstration of patency in at least one major 
branch of the popliteal artery, (4) meticulous efforts 
to obtain a smooth intimal edge in the distal end of 
the dissection, (5) infiltration of heparin solution in 
the distal arterial tree during the operation, intra- 
venous administration of heparin just before restora- 
tion of the blood flow, and maintenance of heparin 
administration from 4 to 6 days after operation, 
(6) meticulous dissection of the obliterative core by 
use of a stripping loop plus as many supplementary 
arteriotomies as are necessary, (7) endarterectomy 
of the full length of the superficial femoral artery with 
certainty to clear the bifurcation of the common 











femoral artery, the ostium of the profunda femoris, 
and the popliteal artery, (8) meticulous preservation 
of the small collateral branches coming off the 
endarterectomized segment, (9) closure of all arteri- 
otomies over the largest catheter stent that will fit 
snugly into the endarterectomized segment, (10) drain- 
age of the popliteal space for 48 hours, (11) avoidance 
of encircling dressings and (12) delay of ambulation 
until the sixth or seventh day. 

The patients were classified in three groups: the 
first consisted of 16 patients in whom the distal 
arterial tree was without significant involvement at 
the time of operation; the second group consisted of 
27 patients, in whom at least one branch of the pop- 
liteal artery was patent at the time of operation in 
spite of obvious involvement of the arterial tree; and 
the third group consisted of 14 patients, in whom the 
distal arterial tree was found to be closed both at 
operation and by distal operative angiography. 

Thirty of the 45 operations in groups 1 and 2 pro- 
duced fair to excellent improvement for significant 
periods after the operation (66 per cent). Thirteen of 
the operations were either immediate or eventual 
failures in that amputation was finally necessary. 
Ten of the 14 patients in group 3 suffering from 
severe chronic ischemia at operation had subsequent 
amputation one week to 28 months post operatively. 
One of the patients died in the immediate postopera- 
tive period in hemorrhage from the arterial suture 
lines, 2 patients showed slight improvement in their 
condition, and one showed no change up to 19 
months postoperatively. 

Lumbar sympathectomy in combination with di- 
rect arterial surgery is believed to be additive and of 
benefit. The excellence of long term results appears 
directly related to the status of the distal popliteal 
tree at the time of operation and the severity of the 
patient’s generalized atherosclerotic process. Direct 
arterial surgery by endarterectomy is contraindicated 
in the absence of patency in the distal tree. Failure of 
direct surgical procedure is primarily instigated by 
distal progression of the atherosclerosis in the absence 
of technical error at operation. An endarterectumy 
for femoral popliteal atherosclerotic disease is held 
to be a useful but palliative adjunct in the manage- 
ment of the total problem of atherosclerosis. 

—Allan D. Callow, M.D. 


Synthetic Materials as Vascular Prostheses. J. HAROLD 
Harrison. Am. 7. Surg., 1958, 95: 3. 


THE AUTHOR reports results obtained in replacing 
segments of the abdominal aorta, and the carotid and 
femoral arteries of 133 dogs, with grafts of nylon, 
dacron, orlon, ivalon sponge, and teflon. In general, it 
may be stated that results vary directly with the di- 
ameter of the vessel replaced. Short term results with 
most materials were good. If the diameter of the graft 
decreased below 9 mm. the incidence of postoperative 
occlusion increased markedly. The amount of fibrin 
deposited on the inner wall of the prosthesis seemed 
to vary in thickness with the type of material used 
and occlusion of the prosthesis when it occurred did 
so when the fibrin was increased in thickness and was 
loosely attached. Nylon was found to be chemically 
unstable to some degree, to be more wettable, and to 
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incite more acute and chronic foreign body reaction 
than any other synthetics studied. It developed a thick 
fibrin lining with a slow rate of healing which caused 
a higher rate of occlusion as well as a thick fibrous 
enclosure of the healed graft. This thick fibrous en- 
closure eliminated much of the advantage of crimping 
of the graft to prevent buckling. 

Nylon is considered unsatisfactory for replacing 
small blood vessels. Dacron is chemically more stable 
and incites less tissue reaction than nylon. It is con- 
sidered superior to nylon but still unsatisfactory for 
replacing segments of small vessels. In spite of an 
extremely close weave of nylon yarn, delayed bleeding 
occurred which indicated that the interstices were 
still too large. Reduction of this porosity by heat 
shrinking to a point where bleeding did not occur was 
accompanied by an increase in thickness and rigidity 
of the walls which caused a higher rate of occlusion 
from buckling. Ivalon sponge is the least resistant to 
chemical degradation in the materials studied and is 
water soluble. Chemical instability is responsible for 
its rapid breakdown with aneurysmal dilatation and 
rupture. Ivalon sponge is considered unsatisfactory as 
a vascular prosthesis for these reasons. Teflon is chemi- 
cally more inert, less wettable, and incites less tissue 
reaction than any of the plastics studied. It favors a 
thinner fibrin lining, more rapid healing, a lower rate 
of thrombosis and a thinner fibrous enclosure with 
more pliability. These grafts resulted in a 6.3 in- 
cidence of occlusion which was lower than any of the 
other materials and compared favorably with a 10 
per cent greater occlusion of homografts. Teflon 
prostheses are considered the only satisfactory pros- 
theses of the ones studied for the replacement of blood 
vessels less than 9 mm. in diameter. The rate of oc- 
clusion with sewn grafts of nylon was 50 per cent, 
sewn grafts of dacron 57 per cent, ivalon sponge 22 
per cent, crimped nylon 30 per cent, and purified 
woven teflon 6.3 per cent. 

The presence of a longitudinal seam in the pros- 
theses makes it practically impossible to prevent 
wrinkling along this longitudinal suture line in sewing 
a small graft and it is difficult to insert the graft with 
a smooth anastomotic line. Woven or molded tubes 
do not possess this difficulty. Irregularities in the 
anastomotic lines will cause an increase in the thick- 
ness in the fibrin lining because of changes in the 
blood flow through the anastomosis. There was an 85 
to 90 per cent rate of occlusion with grafts of teflon 
and ivalon sponge when used to replace femoral and 
carotid arteries. This high rate of occlusion is due to 
the same factors responsible for the higher rate of 
thrombosis in the abdominal grafts than in the thoracic 
grafts. The thickness of the fibrin lining remains the 
same and all other factors are proportionately in- 
creased. It is believed that none of the plastic pros- 
theses now available will be satisfactory for replacing 
arteries less than 5 mm. in diameter. 

A total of 84 grafts of a wide variety of materials 
were inserted in the thoracic aorta. A tapered graft 
approximately 6 to 7 cm. in length was utilized to re- 
place a 5 cm. segment of thoracic aorta which was 
excised. Tensile strength determinations of the ma- 
terials making up the grafts were done at intervals for 
2 years using the Instron apparatus. Strips 1% inch in 
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width and 2 inches in length were cut in the direction 
of their fibers from the grafts after removing them 
from their enclosing fibrous tissue. Specimens were 
wet on both sides. 

Nylon. ‘The tensile strength in pounds per 0.5 inch 
of calendered nylon decreased between 78 and 80 per 
cent after 175 days, representing a loss of 85 per cent 
of its original strength. After 495 days there was a loss 
of 80 per cent of strength. The nylon weave 517A lost 
73 to 83 per cent of its strength in 140 days, and the 
calendered nylon used as a pericardial graft lost 91 
per cent of its strength in 410 days. 

Dacron. The original strength of dacron 14 in 
pounds per 0.5 inch was 25.3 in the warp and 27.8 in 
the filling. It lost up to 21 per cent of its original 
strength during the first 128 days, but only between 
2.4 and 3.0 per cent after 180 to 445 days. 

Ivalon sponge became hard and brittle early, losing 
all its elasticity. Fusiform dilatation developed in most 
of the grafts of this material and complications pre- 
cluded the necessity for longer periods of observation 
than 9 months. Microscopically there was evidence of 
wide-spread degeneration of the nylon with points of 
breakage replaced with fibrous tissue. Studies of 
tensile strength were not possible as the material 
fragmented on dissection of the surrounding tissue. 

Knitted orlon. Nine grafts of this material were 
followed-up for periods up to one year. All remained 
patent during this period. There was a gradual in- 
crease in diameter resulting in fusiform dilatation in 
all the grafts. There was a loss of strength of only 6.9 
per cent after 380 days. 

Teflon. Eighteen animals were followed for varying 
periods up to one year. All the grafts of teflon re- 
mained patent. Their pliability was so good that it 
was difficult to discern differences in the graft in the 
host vessels by palpation. The inner surface of two of 
the grafts examined at 6 months and one year had 
areas of calcium deposit between the fibrous enclosure 
and the fabric. There was an increase in strength of 
the teflon inserted as a blood vessel graft of 6.9 per 
cent after 160 days, but after 358 days there was a de- 
crease of 1.7 per cent. The important factor to re- 
member in prosthetics is the maintenance of the 
strength of the walls to prevent aneurysm or rupture. 
The plastic prosthesis serves as a network for the 
ingrowth of fibrous tissue and although it will add 
support it is not of sufficient strength to prevent aneu- 
rysm or rupture should the plastic material itself 
break down. The loss of strength in the synthetic 
material after implantation is due more to chemical 
degradation than the forces to which it is subjected. 
This is shown by an equal change of strength of nylon 
and teflon inserted as grafts in abdominal and thoracic 
aortas, and similar weaves in the pericardium when 
they are subjected to minimal pressure. Teflon is 
strong and chemically the most inert synthetic material 
known. It is attacked only by molten alkali metals 
and fluorine gas at elevated temperatures and pres- 
sures. It is practically nonwettable and incites minimal 
tissue reaction. The results in this study indicate that 
a synthetic prosthesis is preferable to a homograft in 
replacing segments and blood vessels larger than 9 mm. 
in diameter. Teflon is presently considered the ma- 
terial of choice. —Allan D. Callow, M.D. 
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BLOOD; TRANSFUSION 


Intraperitoneal Blood Transfusions in Children. 
Lorna G. Macpouca tt. Brit. M. 7., 1958, 1: 139. 


THE AUTHOR has found intraperitoneal blood trans- 
fusion very useful in the treatment of low grade or 
severe chronic anemia in children when repeated 
transfusions may be required or a single slow blood 
transfusion is indicated. Of 23 patients treated, 11 
showed an uninterrupted hemoglobin response and 
improvement; 3 had complications caused by inter- 
current infection or acute hemolysis which required a 
supplement of intravenous blood. The major ad- 
vantage of such a transfusion is the ease of adminis- 
tration, a point of considerable importance when 
dealing with infants and young children. The author 
did this work in Nairobi and points out that in 
countries where medical services are as yet incomplete 
high standards are impossible, and that, without 
skilled medical and nursing supervision, intravenous 
transfusions in infants may be fatal rather than life- 
saving procedures, overloading of the circulation be- 
ing the rule rather than the exception. 

The children in the present series were from 1 
month to 4 years of age. The causes of the anemic 
conditions were: nutritional anemia in 2 cases, nu- 
tritional anemia with superadded infection in 6, 
chronic infection in 2, sickle cell anemia in 2, sickle 
cell anemia with acute superadded infection in 5, 
malaria in 5, and ankylostomiasis in 1 case. The 
blood was crossmatched for compatibility and was 
citrated as for an intravenous transfusion. Preliminary 
sedation was not necessary. The injection was made 1 
inch above the umbilicus after a careful cleansing of 
the abdominal skin. To control the depth of penetra- 
tion of the needle, the skin was grasped between the 
thumb and forefinger of the left hand and traction 
exerted on it while the needle was pushed slowly and 
firmly into the peritoneal cavity with the right hand. 
Immediately the needle had penetrated the skin, the 
control clip on the set was opened fully and the blood, 
which had been previously warmed, was allowed to 
run in a steady stream. In all of the cases the trans- 
fusion was completed within 10 to 20 minutes. The 
amount of blood transfused at any one time varied 
from 60 to 300 ml., the average being approximately 
23 ml. per kilogram of body weight—slightly more 
than the recommended intravenous amount of 15 to 
20 ml. per kilogram. 

At the completion of the transfusion, the foot of the 
child’s cot was raised on blocks to encourage drainage 
of the blood toward the diaphragm. The hemoglobin 
was estimated immediately before transfusion in all 
cases except 4 and was checked again 24 hours later, 
and thereafter at intervals of 1 to 3 days. Of the 23 
patients studied, 14 survived. 

The rate of hemoglobin response varied considera- 
bly, irrespective of the amount of blood given. Eight 
patients showed a steady rise in‘hemoglobin after a 
single transfusion, and there was no significantly 
better response in the 3 who received more than one 
transfusion. In all cases a rise in the hemoglobin was 
obtained within 24 hours of receiving blood intra- 
peritoneally. Of the 23 patients, 4 showed a mild 
reaction attributable to the intraperitoneal transfusion. 
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This consisted of restlessness and abdominal discom- 
fort after receiving amounts of blood in excess of 100 
ml. ‘Two of these patients vomited at the completion 
of the transfusion, 1 had a temporary febrile reaction 
of 100 degrees F. following each transfusion, and 1 
had a prolonged febrile illness, the origin of which 
remained obscure. Nine patients died of acute or 
chronic infection which complicated the anemia. 
There was nothing to suggest that the transfusion had 
in any way been responsible for the fatal outcome in 
any case. From the experimental and postmortem 
findings, there is no doubt whatever that the blood 
infused intraperitoneally is absorbed. 

The author believes that this therapy deserves more 
recognition and that a knowledge of the technique 
would prove a valuable adjunct to the more orthodox 
methods now being used by students, house officers, 
and general practitioners. 

—Lloyd D. MacLean, M.D. 


A Safe and Simple Method of Blood Collection for 
Transfusion Utilizing a Cation Exchange Resin. 
Hitiary A. CHouiet, Roy H. Criauss, SALVATORE G. 
GIANNINI, and Witu1aM F, MacFee. Ann. Surg., 1958, 
147: 69. 

In 1950, Walter published a method of blood collec- 

tion and storage using a cation exchange resin column 

to remove calcium from the blood and hence to 
prevent its coagulation. The present experimental 
study was made to investigate the safety of the method 
and the changes in the blood electrolytes which occur 
during its use. 

Twenty dogs were used as experimental animals. 

Blood was collected in commercially available cation 

exchange resin column blood packs. This resin 


sequesters divalent ions and liberates sodium in ex- | 


change. Increments of 10 to 60 per cent of the animal’s 
blood volume were collected and transfused to a 
total of 250 per cent of the blood volume, the bleeding 
and transfusions lasting 60 to 90 minutes. 

All animals survived. There were minor elevations 
in the clotting times, and diminution in the platelet 
counts to as much as 75 per cent were noted at the 


end of the experiment. No wound hematomas were 
found. Serum electrolyte values immediately after 
250 per cent blood transfusion showed the serum 
potassium to be reduced to 50 per cent of its normal 
value, serum calcium 60 to 70 per cent of normal, and 
little change in serum sodium. ‘lwo hours later serum 
potassium remained at the same level, but serum 
calcium had risen to a normal level. 

These experiments demonstrate the safety of the 
method to be much greater than that using citrated 
blood. Previous workers have shown that similar 
transfusions using citrated blood cannot be given in 
massive amounts without a high mortality. Hepa- 
rinized blood has a high safety factor insofar as 
massive transfusions are concerned, but difficulties 
in storage and hemostasis limit its use. 


—E. Thomas Boles, Fr., M.D. 


Effect of Temperature on Survival of Bacteria in 
Blood for Transfusion; with a Note on Contamina- 
tion by Cold-Growing Organisms. J. D. James and 
E. Joan Stoxes. Brit. M. F., 1957, 2: 1389. 


THE PROBLEM of contamination of blood for trans- 
fusion was investigated, particularly with regard to 
the effect of temperature on contaminating organisms 
after the blood has been collected. Bacteria which 
grow at 37 degrees C. and two strains isolated from 
infected blood which grow at 4 degrees C. were in- 
oculated into samples of freshly drawn blood in an 
attempt to reproduce the actual mode of infection 
during donation. It was demonstrated that, although 
experimentally there are slight advantages in re- 
frigerating blood within 30 minutes of collection, in 
practice refrigeration in temperate climates is not 
essential until at least 8 hours after collection. Some 
samples of blood held at 37 degrees C. for 2 hours 
immediately after donation killed small numbers of 
contaminating bacteria; none of the strains tested 
multiplied in blood during this time. Prevention of 
contamination by cold-growing bacteria is discussed 
and a method is recommended for the examination of 
blood suspected of infection. 
—W. Foster Montgomery, M.D. 
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SURGICAL ‘TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Open Grafting of Raw Surfaces of the Hand. Brap- 
FORD Cannon. 7. Bone Surg., 1958, 40-A: 79. 


AT THE MASSACHUSETTS GENERAL HOSPITAL studies 
have indicated a rise in skin temperature of 2 to 4 
degrees Fahrenheit due to the application of a dressing 
to a donor area. Attributable to the trauma of simply 
taking the graft was a rise of 10 to 12 degrees Fahren- 
heit of the donor area compared to uninjured control 
skin. Dressings, in addition, decrease the surface 
evaporation. Exposed donor areas, on the contrary, 
are always dry. 

Graft failure is often due to separation of a graft 
from its bed by pus. Most pathogenic organisms grow 
best at 98.6 degrees Fahrenheit. While chilling would 
depress bacterial growth it might also hinder wound 
healing. 

Knowledge of the role of these two factors, tempera- 
ture and humidity, has encouraged attempts at open 
graft techniques in areas of profuse exudate. When 
dealing with a well prepared bed there is no better 
method of protecting a graft than an accurately ap- 
plied dressing. Only when there are technical diffi- 
culties in effectively immobilizing or when one is un- 
certain about the granulating bed, only then, does the 
open grafting technique offer something. 

Thoracic and abdominal walls cannot be truly 
immobilized. Dressings on these surfaces may actually 
dislodge the graft. Edematous granulation tissues, 
perhaps infected, in hands with exposed tendons, 
bones, or joints are unsuitable beds indeed, but by 
further postponing skin coverage there is danger of 
crippling fixation. By using the open method and by 
limiting the grafts only to the granulating areas, and 
without mobilization, a take is often possible. 

A thin graft is preferred. A protective cradle is most 
desirable. There is general evidence that revasculari- 
zation occurs more rapidly than heretofore suspected, 
perhaps even at the moment of application of the graft. 

— Everett Shocket, M.D. 


Anuria Complicating Surgical Diseases (Anurie als 
Komplikation bei chirurgischen Erkrankungen). R. 
GEIssENDORFER. Langenbecks Arch. u. Deut. <schr. Chir., 
1957, 287: 562. 


THE AUTHOR presents in brief review the causes of 
postoperative anuria, together with notes on its pre- 
vention and therapy. Much of the material is pre- 
sented in tables. The cases listed were partly collected 
by questionnaires, partly from the literature, and 
some are the author’s own. 

Fat embolism and thromboembolism are briefly 
mentioned. Reflex anuria, mediated by a variety of 
usually painful reflexes, and triggered by diverse 
medical and surgical conditions, is accepted as an, 
entity. Of 41 patients with reflex anuria, 22 per cent 
died. Acute anuria due to sulfonamides, to the crush 
syndrome, or to transfusion reactions may be accom- 
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panied by shock. Ninety-one cases of anuria following 
a variety of surgical procedures are tabulated; 21 of 
these followed gastric resection. Forty-eight per cent 
of the 91 patients died. Causes for the anuria included 
shock and fluid and electrolyte disturbances, all of 
which probably affect the kidneys via the common 
mechanism of renal ischemia. Both functional and 
morphologic alterations in the kidney are thought to 
be important in the hepatorenal syndrome, in which 
the mortality is estimated to be near 50 per cent. 

Dehydration and hyperhydration may both cause 
anuria, the latter by ‘‘osmotic nephrosis” resulting 
from osmotic imbibition of water by renal parenchy- 
mal cells. Electrolyte disturbances may be implicated 
in the production of anuria via several mechanisms, 
including cardiac functional changes, renal edema, 
and direct cellular metabolic and toxic effects. Post- 
operative protein catabolism may aggravate renal 
insufficiency in that the deficient kidneys may no 
longer excrete sufficient ammonia for base conserva- 
tion, and may thus lead to acidosis and uremic coma. 
Medicinal agents, including some digitalis prepara- 
tions, barbiturates, and others, may accumulate in 
the presence of renal failure. 

Prophylaxis and general and specific therapeutic 
measures are discussed with each condition. Dialysis, 
whether by peritoneal or intestinal lavage, or with 
the artificial kidney, is not indicated with nonprotein 
nitrogen values below 200 mgm. per cent or with 
blood urea values below 300 to 400 mgm. per cent. 

—Elmer V. Dahl, M.D. 


Experimental Skin Homografts; Effect of Homohemo- 
therapy on Their Survival Time. Héctor Marino 
and Fortunato Benamm. Am. 7. Surg., 1958, 95: 267. 


THE POSTULATE that repeated, massive injections of 
an antigen from a donor produce in the host a specific 
receptivity for tissues from the donor, stimulated the 
present experimental study in homograft survival. 
In one experiment with small mice, skin homografts 
were transferred from a donor to a host animal. One 
group of these animals was treated with injections of 
0.01 c.c. of blood every other day for 10 injections, 
the blood being taken from the donor animal for the 
skin homograft in each instance. This group was com- 
pared to a second small! group similarly managed ex- 
cept that the blood was taken from a second donor. 
Two other groups, one with homografts without blood 
injections and one with autografts, served as controls. 
A “transparent chamber”’ technique was used in all 
of these animals, which allowed microscopic observa- 
tion of the grafts. 

In a second experiment, a three-graft technique 
was used in rats. Again a similar method of injecting 
blood (0.01 c.c. every other day for 10 injections by 
the intramuscular route) was used, the blood being 
drawn from the donor animal for a homograft. Each 
rat had (1) an autograft, (2) a control homograft 
(skin from another host), and (3) a homograft (skin 
from the blood donor). 





The authors believe that the homografts in which 
blood injection treatment from the same donor an- 
imals was given had better takes than the control 
animals in both series of the experiments. The evidence 
is based on a comparison of the initial takes in both 
series, in which a definitely higher percentage of takes 
was achieved with the “treated” grafts. 

This work suffers from lack of data on the subse- 
quent course of the homografts studied, particularly 
in regard to vascularization which the first method 
apparently permits, and also in regard to the ultimate 
fate of the grafts. —E. Thomas Boles, Fr., M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Problem of Anuria in Burns (Das Problem der 
Anurie bei Verbrennungen). J. Reun. Langenbecks 
Arch. u. Deut. &schr. Chir., 1957, 287: 593. 


Toxic SUBSTANCES arising within burned tissue, al- 
though never demonstrated, have been thought by 
many to be responsible for the serious renal and other 
derangements found in burned patients. The author 
investigated the urine, blood, and skin and other 
organs of burned and of normal experimental animals 
electrophoretically to determine whether such specific 
toxic substances could be identified. Various amines, 
amino-acids, and peptides from these sources were 
separated by paper electrophoresis. These separated 
fractions were then eluted from the paper and tested 
pharmacologically in additional animals. 

The tissues and urine of burned animals contained 
fractions, chiefly peptides, with far greater capillary 
toxicity than similar fractions from normal animals. 
In all the organs from burned animals investigated, 
with exception of the skin, there was an increase over 
the normal in the amount of amines and peptides. 
Among these especially the basic amines, histamine- 
like substances, have a pronounced vasodepressor 
action. No specific “‘burn toxin” could be identified. 
The change following experimental burns was an in- 
crease in substances found also, in lesser amounts, in 
normal animals. Further, failure to find increased 
amounts of these substances in the skin of burned 
animals suggests that they. are not the products of 
local tissue breakdown, but result from systemic 
disturbances and are most probably formed in the 
liver, which also fails to detoxify them under these 
conditions. 

The author postulates that, following a severe burn, 
an immediate oliguria or anuria may be due to de- 
creased blood pressure and decreased blood flow to 
the kidneys resulting from nerve and hormonal 
mechanisms. Subsequently, loss of plasma proteins 
from the blood stream follows toxic damage to the 
capillaries, and both the hypotension and decreased 
urine output persist. Increased production of peptides 
and amines may then produce delayed circulatory 
collapse. —Elmer V. Dahl, M.D. 


Treatment of Frostbite (Traitement des _gelures). 
PreRRE TRUCHET. Sem. hép. Paris, Ann. chir. plast., 1957, 
113271. 


Two CLINICAL STATES may be produced by body cool- 
ing (a) a general body cooling in which the entire 
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body is cooled, as in hypothermia used in conjunction 
with surgery, and (b) frostbite in which a part of the 
body, usually an extremity, is cooled to the point of 
tissue damage. The latter is mainly observed in (1) 
alpine climbers, (2) persons in a state of alcoholic 
coma, and (3) skiers with accidents in whom frostbite 
is associated with a fracture. 

During the first few hours the lesions of frostbite are 
reversible and the frozen tissues are capable of recov- 
ering as they are warmed. Warmth is never harmful 
at this stage, contrary to classical opinion. 

However, once frostbite is definitely established, 
gangrene is present and the lesions are irreversible. 
The aim of therapy at this stage is to treat the necrotic 
areas and to avoid harming the tissues which are still 
alive. 

The prophylaxis of frostbite includes ski shoes of 
good quality that are not too tight, the use of mittens 
instead of gloves, and the maintenance of a good 
physical condition and adequate diet. 

Rewarming of patients suspected of frostbite in- 
cludes total body rewarming and may be done rapidly 
in a tub of water from 40 to 42 degrees C. 

The involved extremities are mobilized by active 
and passive exercises. 

Sympathetic blocks with procaine are done and 
procaine is given intra-arterially to cause vasodilata- 
tion. Rubbing the cold extremity with snow, advo- 
cated by some, is illogical, dangerous, and may make 
the frostbite worse. 

Irreversible frostbite is treated with sympathec- 
tomy, vasodilators, and antibiotics. Necrotic tissue is 
allowed to separate from viable tissue. Surgery before 
the slough has occurred is contraindicated. Recon- 
structive surgery is usually necessary to rehabilitate 
the patient. —Frederick W. Preston, M.D. 


Treatment of Frostbite Complicated by Necrosis 
(Thérapeutique des gelures avec nécrose). A. GATE 
and A. Lapras. Sem. hép. Paris, Ann. chir. plast., 1957, 
1i::267; 

A 26 YEAR OLD PSYCHIATRIC PATIENT who escaped 

from an institution remained out of doors without 

adequate clothing for a few days during December of 

1956. He developed bilateral frostbite of the feet in- 

volving all the toes. Immediate treatment consisted of 

slow rewarming and the intravenous injection of 
novocain and heparin. Zones.of demarcation began 
to appear on the fifth day after the frostbite, and the 
terminal portion of the digits were black by the 
thirtieth day. Arteriography of the lower extremity 
showed that the areas of necrosis extended to the bone. 

Treatment was begun with a proteolytic enzyme de- 

rived from papain. Twelve days later all necrotic tis- 

sue separated spontaneously. Split-thickness grafts 
were then applied and 3 weeks later all wounds were 
satisfactorily healed. 

The authors recommend this method of enzymatic 
débridement for portions of the body in which it is 
important to preserve as much tissue as possible, such 
as the fingers and toes. The method is of proved use- 
fulness in the treatment of burns. 

Attention is also directed to the method of arteri- 
ography used in this case which permitted visualiza- 
tion of the small arteries of the foot and thus enabled 
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the extent of the necrotic area to be accurately 


determined. —Frederick W. Preston, M.D. 


Staphylococcal Resistance and Its Treatment (Staphy- 
lokokkenresistenz und ihre Bekaempfung). A. CRoNE- 
Munzesrock and W. Kortu. Chirurg., 1957, 28: 534. 


IN ORDER to combat more effectively the increasing 
incidence of antibiotic resistant staphylococci, the 
author suggests that our present methods of deter- 
mining bacterial resistance to antibiotics be standard- 
ized and improved. This would give the clinician an 
opportunity to employ the optimal dose of the most 
potent antibiotic at the proper time. 

To demonstrate the divergence of results which is 
obtained when a strain of staphylococci is tested for 
resistance, eleven laboratories were sent the same two 
specimens. 

The divergence of results did not appear to be due 
to the different types of tests employed. However, the 
concentration of the antibiotics used in the tests seemed 
to be a significant factor in the outcome of the deter- 
mination. This variation made it difficult to compare 
results. It is possible that an antibiotic may be deemed 
ineffective against the strain of bacteria being ex- 
amined when in reality an insufficient amount of the 
antibiotic was used. For this reason, as well as other 
considerations, the reporting of sensitivity studies 
should be specific as the terms “resistant” and 
“‘sensitive”’ are not adequate. 

Another source of error in determining sensitivity 
is the state of preservation of the antibiotic. The 
preparations used may be old or may have deterio- 
rated. Such errors increase the apparent incidence of 
resistant organisms. 

The author concludes the article by suggesting that 
maximum doses of antibiotics with known efficacy be 
used against staphylococci. A greater effort should be 
exerted to have the highest concentration at the actual 
site of the infection by various local measures, partic- 
ularly through the use of topical antibiotics. The con- 
tinued development of new antibiotics to combat re- 
sistance is not sufficient in itself. 

— fF. C. Rosenberg, M.D. 


Further Studies on the Transmission of Staphylococcus 
Aureus. Ronatp Hare and Mark Roptey. Brit. 
M. F., 1958, 1: 69. 


SINCE THE ANTERIOR NARES of human beings con- 
stitute probably the most significant reservoir of 
Staphylococcus aureus other than pyogenic organisms, 
the methods of transmission are of obvious impor- 
tance. Previous studies suggest that direct transmis- 
sion from droplets expelled from the nose rarely takes 
place. Hence, an indirect route is probable, involving, 
first, contamination of the carrier’s skin and clothing 
and subsequent passage to another person by direct 
contact or by air-borne particles released from the 
skin or clothing. Experimental studies using human 
subjects were performed in order to study the proba- 
bilities of such indirect routes of transmission. 
Studies of 15 carriers showed that 9 had consider- 
able contamination of their skin and clothing. The 
areas of skin with the most contamination were those 
with fairly direct contact with the nose, face, palms, 
and fingers. The handkerchief and the pocket in 
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which it was kept were usually heavily contaminated, 
although organisms were also found on the remainder 
of the clothing, particularly on that of the front of the 
body. 

Previous work has indicated that most of the 
Staphylococcus aureus on the skin and clothing does 
not multiply on these sites but is derived by contact 
with the individuals’ own anterior nares. Phage- 
pattern studies on the 15 carriers tended to confirm 
this supposition since in 12 of the 15 most of the 
strains isolated from the skin or clothing were the 
same as those in the carrier’s nose. In 2 the number 
of strains isolated were too few to be of significance. 
In the remaining carrier, there was widespread con- 
tamination of the skin and clothing of a different 
strain from that in his nose. A detailed study of this 
individual showed that this organism was multiplying 
on the skin of the perineum. 

Studies were also performed to measure the dis- 
persal of the Staphylococcus aureus into the air as a 
result of movement. In 13 of 16 carriers so studied, 
significant numbers of organisms were dispersed by 
a fairly standard experimental method. The type of 
clothing worn, the activity of the subject during the 
test, and the time elapsed from the last bath to the 
test seemed to be definite factors influencing the 
number of organisms dispersed. 

The authors emphasize particularly the possibility 
of nonnasal carriers in studying possible sources of 
infection. —E. Thomas Boles, Jr., M.D. 


Management of Severe Tetanus; Use of Chlorproma- 
zine in 2 Patients. R. S. Packarp, T. B. CARTMILL, 
and J. G. Henry. Brit. M. 7., 1958, 1: 16. 


CHLORPROMAZINE was used for the treatment of se- 
vere tetanus in 2 children at the Royal Prince Alfred 
Hospital, Sidney, Australia.. In both cases, tetanus 
was associated with generalized convulsions which 
were increasing in frequency and severity at the time 
the intravenous chlorpromazine was given. In neither 
instance was the disease of the fulminating, rapidly 
progressive type which seems to make all therapeutic 
efforts futile. 

A combination of chlorpromazine with small 
quantities of sodium amylobarbitone given intra- 
venously was found to be both simpler and more 
satisfactory than any drug or combination of drugs 
used previously in this hospital. For nearly 2 weeks 
chlorpromazine was given as a constant infusion in 
amounts varying between 400 and 600 mgm. daily. 
Supplementary injections of 50 mgm. were given as 
required. In neither child did a major spasm occur 
after the drug was begun. Muscular rigidity was 
lessened but not abolished. Depression of conscious- 
ness was seldom severe, except when too much 
amylobarbitone was given in a single injection or 
when it was repeated too often. On these occasions 
respirations became shallow and inadequate. 

Tolerance to the hypnotic effects of chlorproma- 
zine occurred in both patients. It appeared that less 
tolerance developed to its relaxant properties, al- 
though it was necessary to increase the dosage level 
by one-third to control spasms by the end of the first 
week. How far this tolerance might develop with pro- 
longed administration is not known. 











Since chlorpromazine acts as a potentiating agent 
for other sedatives, the combination of chlorproma- 
zine and amylobarbitone was chosen because ex- 
perience with the latter drug had shown it to be 
effective, rapid, safe, and easy to control when given 
in small doses. The authors emphasize that amylo- 
barbitone should be given in small frequent doses to 
prevent respiratory and circulatory depression. 
Rarely was a dose of amylobarbitone greater than 
200 mgm. at any one time. . 

In neither case were there gross signs of tachy- 
cardia, or fall in blood pressure or temperature which 
could be attributed to the chlorpromazine. There 
were no signs of skin sensitivity or bone marrow de- 
pression. Mild jaundice developed toward the end of 


the second week of treatment in one case; however, ' 


this was transient and resolved quickly. This same 
patient developed parkinsonian symptoms for a week 
after withdrawal of the drug and during this period 
both children were in an abnormal mental state 
characterized by varying degrees of apathy, irrita- 
bility, and depression. 

The authors emphasized the following points: 

1. During the severe phase of the disease, these 
children were attended constantly by a member of 
the resident medical staff. Tracheotomy was neces- 
sary in both cases and careful tracheobronchial as- 
piration, as well as frequent change of position and 
postural drainage, was carried out. 

2. During the acute stage when swallowing was 
impossible, both patients were fed entirely by vein, 
because past experience showed that intragastric tube 
feedings might precipitate death if aspirated, and 
such feedings often provoked spasms. Previously 
healthy individuals in a state of good nutrition could 
be adequately maintained with intravenous fluids 
during the critical phase of their illness. A combina- 
tion of isotonic sodium chloride, 10 per cent glucose 
and distilled water, and 10 per cent alcohol in dis- 
tilled water was used to provide a daily intake of ap- 
proximately 2,000 calories. 

3. In 1 case, a nearly fatal septicemia resulted from 
a Staphylococcus pyogenes infection which probably 
originated from polyethylene tubing used for intra- 
venous infusions. This infection was controlled with 
erythromycin and novobiocin in large doses. 

The authors have subsequently treated 5 patients 
suffering from tetanus, 3 with a severe condition. All 
of these patients were treated with chlorpromazine 
and a barbituate, and all recovered. No serious 
untoward effects resulted from the intravenous ad- 
ministration of large quantities of chlorpromazine. 

—M. C. Anderson, M.D. 


ANESTHESIA 


Electronarcosis by Direct Stimulation of the Brain 
Stem. Suicezo Asal. Arch. jap. Chir., 1958, 27: 21. 


THE APPLICATION of an electrode of alternating cur- 
rent to the ventral part of the mesencephalic gray 
matter effects a disturbance of consciousness in cats. 
Sixty-nine unanesthetized cats were held prone in 
hammocks and 60 cycles per second of alternating 
current were employed in this study at the Kyoto 
University Medical School. 
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Six classifiable types of response were detected and 
seemed to depend in part on the area of the brain 
stimulated, on the voltage, and on the amperage. 

There were reactions of coma or semicoma without 
a preceding convulsion, reactions of simple sham rage 
or of kinetic excitation, and reactions of convulsions, 
and in some cases there was no behavior change 
whatsoever. 

Coma was more common in the 3 to 6 volt range 
and in the 3 milliampere range. Thus, more electrical 
energy seemed necessary for coma (or semicoma) 
than for a sham rage or a convulsive reaction. 

As for the location of the stimulus application, each 
animal’s brain was formalin-fixed and later sectioned 
so that this could be ascertained precisely. 

Stimulation of the ventral part of the mesencephalic 
central gray matter resulted in coma in 22 per cent 
and in either semicoma or coma in 37 per cent. Other 
areas which yielded fewer instances of coma or semi- 
coma, but which were studied, included the aque- 
ductus, the posterior calliculus, the reticular forma- 
tion, and the boundary area between the last latter 
and the central gray matter. 

Gradually increasing the stimulation or suddenly 
releasing the stimulus did not produce a change in 
the results, nor did transection of the midbrain 
modify the reactions. 

Thus, it seems that the ventral mesencephalic cen- 
tral gray matter plays an important role in the dis- 
turbance of lower consciousness. 

—Everett Shocket, M.D. 


Electrographic Monitoring of Anesthesia; mp end 
tion of Electroencephalography to Surgical Anes- 
thesia. B. D. Wyxe. Brit. M. Bull., 1958, 14: 58. 


THE VALUE of the application of principles of electro- 
encephalography to anesthesia is now becoming ap- 
parent to anesthesiologists. The technique may be 
employed by the anesthetist to measure the depth of 
anesthesia precisely and continuously throughout the 
operation. Also, the tracings wili reveal changes in the 
cerebral metabolism associated with alterations in the 
cerebral blood flow, in the gaseous and electrolyte 
composition of the blood, and in its glucose concentra- 
tion. Thus, the electroencephalogram is a sensitive 
index of the development of a number of complications 
of anesthesia. 

The technique of electroencephalograph monitoring 
is discussed, as well as the detailed analysis of electro- 
encephalographic changes produced by nitrous oxide, 
oxygen-ether, and pentothal. 

A discussion is given concerning the encephalo- 
graphic changes during induced hypotension and 
extracorporeal circulation. Continuous inspection of 
the cerebral electrogram during an operation is a 
simple method of recognizing and controlling fluctua- 
tions in the depth of anesthesia. — Mary Karp, M.D. 


Laryngeal Stethoscope to Monitor the Respiratory 
Exchange. ApriAN O. Huspett and WIi1aM A. 
Wacner. fF. Oral Surg., 1958, 16: 20. 


A LARYNGEAL STETHOSCOPE is described for monitoring 
the breath sounds at the level of the larynx. 

A 1.5 flat diaphragm type of stethoscope is fitted 
with an adjustable cotton tape and plastic tubing and 








YO) 


al 
pe 


p! 
“ 





nd 


ut 
ge 
ns, 
ge 


ge 
cal 
a) 


a= 
CS- 


p- 
be 
of 
he 


he 
te 
“a 
ve 
ng 


le, 


0- 
id 
of 








connectors are attached so that a plastic ear plug or a 
regular stethoscope are interchangeable. The dia- 
phragm is placed at the level of the glottis midway 
between the sternocleidomastoid muscle and the lar- 
ynx. During anesthesia the doctor can use a regular 
stethoscope when he wishes. Thus the hazard of anes- 
thesia incident to hypoventilation may be reduced by 
more accurate observation of the respiratory exchange. 
— Mary Karp, M.D. 


Effect of Preanesthetic Medication on the Ether 
Content of Arterial Blood Required for Surgical 
Anesthesia. Harry E. Taytor, Jonn C. Doerr, ALI 
GuaripB, and ALBERT FAULCONER, JR. Anesthesiology, 
1957, 18: 849. 


Tuts stuDy is concerned with one of the functions of 
preanesthetic medication, that of depressing the reflex 
irritability of the central nervous system. Previous 
attempts to measure the burden of anesthesia borne 
by the preanesthetic medication have not been con- 
vincing. 

The authors measured the content of ether in the 
arterial blood of 52 patients undergoing ether anes- 
thesia at a moderately deep surgical level (electro- 
encephalographic level 4). The patients were divided 
into 7 groups, each receiving a different premedica- 
tion, with the use of atropine alone in the first group 
as a control. 

No significant reduction in ether requirement was 
noted in patients receiving premedication with 
ethinamate (valmid) and atropine, or a mixture of 
levorphan, levallorphan, and atropine. Surgical level 
4 was reached with significantly smaller amounts of 
ether when patients received premedication with 
chlorpromazine, demerol and atropine, or morphine 
and atropine. In patients who were given 200 mgm. 
of pentobarbital intravenously 10 minutes before 
anesthesia, level 4 was attained with the least amount 
of ether. —Richard Heitman, M.D. 


Anesthesia for Patients with Pulmonary Emphysema; 
Use of Positive-Negative Pressure Respirator Dur- 
ing Pulmonary Surgery. Kari L. SreBEcKER and 
Joun K. Curtis. Anesthesiology, 1957, 18: 856. 


ANESTHESIA FOR PATIENTS having varying degrees of 
pulmonary emphysema is a frequent problem con- 
fronting the anesthesiologist. Many anesthesiology 
texts cover the problem briefly or not at all, and the 
reports in the literature are scarce. This study was 
undertaken to determine the results of anesthesia in 
12 patients with varying degrees of pulmonary em- 
physema who were to have pulmonary resection for 
tuberculosis. 

Scopolamine was given as the only preanesthetic 
medication. Anesthesia was induced with thiobarbi- 
turate and succinylcholine was used for intubation 
with a Carlens divided lumen endotracheal tube. 
lhe anesthesia was then continued with nitrous- 
oxide-oxygen, intermittent doses of thiobarbiturate 
and meperidine, and either a continuous drip of 0.2 
per cent succinylcholine or intermittent doses of 
d-tubercurarine. The application of positive-negative 
pressure was accomplished with a Stephenson 
“minuteman” field resuscitator, which was pressure 
regulated and operated from the oxygen supply 
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source, either wall line or tank. The pressures used 
varied from 5 inches of negative water pressure to 11 
inches of positive water pressure. Arterial blood 
samples were drawn throughout the procedure and 
postoperatively. The average of samples taken from 
all patients prior to anesthetization showed the eleva- 
tion of pCO, to be 40 mm. of mercury. The samples 
taken after induction with the patients breathing 
spontaneously and unassisted showed an elevation of 
the pCO, to 61.3 mm. of mercury. These values in- 
dicated inadequate ventilatidn even though the ex- 
cursion of the breathing bag appeared to be adequate. 
As soon as assisted respiration was instituted, these 
values approached normal levels. Blood samples taken 
while respiration was being accomplished with one 
lung only showed little decrease in the pH and only a 
slight elevation of the pCO,. Analysis of postopera- 
tive blood samples gave evidence of adequate respira- 
tion and gas exchange. 

The method demonstrates that a positive-negative 
respirator provides adequate alveolar ventilation in 
such patients. —Richard Heitman, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Experiences with Homologous Skin Grafts Preserved 
by Lyophilization (Prime osservazioni sul comporta- 
mento degli innesti dermo-epidermici omologhi con- 
servati mediante liofilizzazione). R1ccARDO PARIENTE. 
Ann, ital. chir., 1957, 34: 413. 


THE NEED FOR A SKIN GRAFT BANK for emergency use 
naturally followed when the importance of grafting of 
raw surfaces due to burns became universally recog- 
nized. The difficulty of preserving skin by ordinary 
methods and the ease of transference of skin grafts 
treated by refrigeration at very low temperature in- 
duced the author to try to utilize lyophilized skin. The 
technique of lyofilization was proposed for the pres- 
ervation of arteries by Marrangoni and Cicacchini 
in the United States and by Natellis in Italy. 

It is hypothesized that the total dehydration of the 
protein material will result in complete conservation 
of the material itself if dehydration does not modify 
the protein in an irreversible manner. 

Tissue saved in such a way will recover its physical 
and chemical characteristics and sometimes even bio- 
logical characteristics when water is added to it. The 
hypothesis that the skin graft may lose the charac- 
teristic of specificity of the organism because of the low 
temperature induced the author to try the method 
experimentally with the idea that such material could 
be saved for an unlimited period without being influ- 
enced by conditions which are present in other tech- 
niques. 

The graft is kept in physiological solution up to the 
time of lyophilization. It can be kept for a period of 2 
or 3 days at a temperature of 5 degrees C. It is stretched 
over a metallic net, put in a pyrex glass container, and 
immersed in a mixture of alcohol and dry ice for one 
minute. Such a solution will reach a temperature of 
—72 degrees C. ‘The graft is then transferred to a glass 
container with an opening through which it is possible 
to create a vacuum. The first stage of lyophilization is 
of 4 hours’ duration at a temperature of —60 degrees 
C. and a vacuum of 0,001 mm. Hg. The final stage of 





22 hours is at a temperature varying from —60 to 
+25 degrees C. with a vacuum 0,001 mm. Hg. Ma- 
terial obtained in this way may be preserved indefi- 
nitely at normal temperature, but is kept under a 
vacuum. 

Four skin grafts, 0.5 mm. in thickness and 6 by 8 in 
area, which were obtained with a Padgett dermatome 
from the dorsum of 4 rabbits, were prepared in such a 
way. 

After rehydration by immersion in physiological 
salt solution for 20 minutes, each graft was divided 
into two parts and applied to an ear of the rabbit from 
which the skin had been excised. The grafts were 
fixed with silk sutures and compression dressings. After 
8 days the dressings were removed. The skin grafts 
appeared to be in good condition; a few showed 
moderate edema which disappeared the next day. In 
other words the grafts behaved just as fresh autog- 
enous skin grafts. After 2 months hair of the charac- 
ter of the donor was noted on the grafts. It was white 
and had lost the original color of the donor. A histo- 
logical study made 4 months after grafting confirmed 
the fact that the graft had actually taken. The patho- 
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logical report stated: “‘ The tissue resembles the struc- 
ture of the ear of the rabbit. There is no discontinuity 
of the dermoepidermic tissue.’? Normally, the skin 
of the rabbit is a flat, stratified epithelium. Mal- 
pighian elements are also present. The derma con- 
tains hair follicles and sebaceous glands. 

In the graft, the dermal epidermic tissue is not 
similar to that of the hosts. The graft is attached at a 
line which is always visible. There is a definite dif- 
ference in the structure of epidermis and derma. The 
epidermis appears to be formed by a stratum of flat 
cells without papillae. The malpighian cells are diffi- 
cult to recognize though at some points the mal- 
pighian layer is well individualized. The derma ap- 
pears normal, with fewer fibrocytic cellular cells; the 
elastic fibers almost disappear. Hair follicles and seba- 
ceous glands are present. Vascularization is well de- 
veloped. 

These are the results of the present study, but the 
number of animals is too small to permit definite con- 
clusions. If further investigation continues to give good 
results, the technique will be applied in human cases. 

— Alexander F. Conte, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Television Techniques for Contrast Enhancement 
and Color Translation of Roentgenograms. J. F. 
FisHER and J. GERSHON-CoHEN. Am. 7. Roentg., 1958, 
79: 342. 


APPRECIATION of varying densities on a roentgeno- 
graphic film may be increased by conversion of the 
densities to television video signals, which now can 
be processed to enhance the difference in contrast. 
The brightness level of dark areas in the scotopic 
range of vision can be increased to the level of 
photopic or cone vision and, finally, various tones 
of gray can be translated into various saturated colors. 

The monochromatic enhancement is accomplished 
by “flyer spot scanning” of the roentgenographic 
film, with a 5 inch diameter cathode ray tube em- 
ploying magnetic deflection and focus. This scanning 
produces a rapidly moving spot of light and lays 
down 522 lines in 1/30 second. A rectangle of light 
having dimensions of 4 by 3 inches is formed on the 
face of the tube. To reduce flicker, interlacing is 
accomplished by laying down 262.5 lines per 1/60 
of asecond and laying down another 262.5 lines in the 
next 1/60 of a second between the original lines. 

Details of the equipment are described and also 
additional advantageous controllable features, such 
as the ability to clip out high lights not of interest. 

Translation of the gray shades into various colors 
is accomplished by an electronic color converter and 
monitor employing separate electron guns for the 
red, green, and blue signals. The eye sees fine detail 
in an additive color picture in terms of luminous vari- 
ations, but is not equally sensitive to color changes in 
various parts of the spectrum. 

Advances in the art to achieve greater color con- 
trast may prove advantageous, but the present 
method helps greatly in identifying relatively small 
but separate areas of equal brightness because they 
are displayed in the same color on the color monitor. 
In many cases it has been found desirable to utilize 
both the monochrome and color monitors to gain the 
fullest diagnostic information. The advantages are 
illustrated by films of several anatomic locations. 

—Lois Cowan Collins, M.D. 


Roentgenography in High Magnification; Reliability 
and Limitation of Enlargement. Suinjr TAKAHASHI 
and Mikio Yosnipa. Acta radiol., Stockh., 1957, 48: 
280. 


THE AuTHOoRs have used the direct method of enlarg- 
ing roentgenograms since 1953. First they employed 
a roentgen tube with an autobiased focal spot of under 
0.16 mm., but now they have at their disposal an im- 
proved rotating anode tube with a very fine variable 
focal spot with a rating of up to 125 kv. across the 
terminals. This new tube has the advantageous fea- 
ture that the leads from the focusing cap and the 
heating filament are insulated from each other, which 
permits, with proper circuitry, (illustrated in the text) 








increase of the potential of the focusing cap above 
that of the heating filament. Thus, the potential bias 
regulator narrows the beam of the electrons emitted 
by the filament, which results in a variable decrease 
in the size of the focal spot with corresponding in- 
crease of magnification of the roentgenogram. 

In this article the magnification required to obtain 
detailed information on very small tissues, not now 
possible with conventional roentgenography, is dis- 
cussed by analyzing the sharpness and the contrast of 
the images obtained. 

The degree of sharpness was measured by means of 
a small test marker of copper wire which was placed 
on the subject to be examined and included in the 
enlargement roentgenogram. The resolving power of 
the marker was then checked by comparing it with 
the standard test chart. In general, if the size of the 
focal spot is smaller than the object, the umbrae in 
their actual size will form the roentgen image even 
when the ratio of enlargement is more than twice 
the enlargement, but if the size of the focus is equal 
to or larger than the object, only the penumbrae (and 
not the umbrae) are enlarged when the ratio of en- 
largement reaches a high value. Consequently, there 
will be fading of the object and the small lesions will 
be filtered out by the relatively larger focus (filter 
effect). This indicates that only lesions within the 
range of adequate resolution can be expected to be 
seen. The tube mentioned is capable of resolving tung- 
sten wire or equally opaque small lesions of 25 mi- 
crons in diameter, provided the enlargement is 
tenfold. 

The contrast of the enlarged image—within the 
range of adequate resolution—decreases in the nar- 
row-tapered parts of the tissue subjected to magnifica- 
tion (taper effect). To determine experimentally the 
influence of this effect on the visibility of the object, 
the authors prepared three test charts of copper, 
aluminum, and acrylite (specific gravity 1.2) wires, 
exposed at 60-140 kv. with intensifying screens of a 
sharpness index of 0.55 tested with a slit width of 
0.3 mm., according to the Rudinger-Spiegler method. 
Enlargement roentgenograms were made with a back- 
ground density of 0.1 and studied at a distance of 25 
cm. from a view box of 1,700 lux illumination. These 
experiments (described in detail) revealed that acry- 
lite, which may be regarded as equivalent to soft 
tissue, had the poorest resolving power of the three 
and was unsuitable for detecting lesions under 0.4 
mm. in size. This means that even roentgenograms 
enlarged four times or more do not reveal the smaller 
soft tissue shadows 0.4 mm. thick, as for instance of 
the pulmonary markings in the chest. Despite such 
poor contrast, however, the line or fleck shadows will 
show to greater advantage in the enlargement roent- 
genograms because of the greater gap between them 
(gap effect). To prove this, the authors arranged 
parallel pairs of aluminum wires of 0.2 mm. diameter 
with varying small gaps between them and roent- 
genographed them by the enlargement technique. A 








magnification ratio of at least 5 was found suitable 
as far as this effect is concerned. 
—T. Leucutia, M.D. 


The Roentgenologic Differential Diagnosis of Hypo- 
physial Adenomas, with Special Reference to Pri- 
mary and Secondary Sellar Changes (Zur Roent- 
genologischen Differentialdiagnose der Hypophysen- 
adenome, unter besonderer Beruecksichtigung der 
primaeren und sekundaeren Sellaveraenderungen). 
W. Tonnis, G. FRIEDMANN, and H. ALBRECHT. 
Fortsch. Roentgenstrahl., 1957, 87: 677. 


MEASUREMENTS were made of the diameters of the 
sella turcica in 134 patients with hypophysial adenoma. 
The method used was that of Bergerhoff; that is, 2 
angles were constructed, one with its apex at the 
lambdoid suture and its laterals passing respectively 
to the tuberculum sellae and the deepest point of the 
seliar floor (the sellar depth), and the other with its 
apex at the bregma and its laterals passing, respec- 
tively, to the tuberculum sellae and to the inner sur- 
face of the dorsum sellae. A third angle (angle y) did 
not seem to add anything essential to the study. 

Observation of the tabulated results of these 
measurements show that the roentgen examination, 
with the exploratory film, does not furnish definite 
differential diagnostic criteria for the recognition of 
the different histological types of hypophysial ade- 
nomas (chromophobe adenoma, mixed type of 
adenoma, eosinophile adenoma, basophilic adenoma). 

There seemed also to be no decisively discrimina- 
tive differences as between the roentgenologic find- 
ings, and the intrasellar versus the extrasellar direc- 
tion of growth of these neoplasms. 

Finally, the time element could not be certainly 
established as affecting the sellar findings with refer- 
ence to the purely intrasellar and extrasellar expand- 
ing adenomas. The order of development of the sellar 
changes and the type of adenomatous extension 
seemed to be entirely independent of one another. 

The difficulties of differential diagnosis on the 
roentgenological basis between the primary (intra- 
sellar) origin of newgrowth and the secondary (extra- 
sellar) origin of newgrowth were discussed on the 
strength of a comparison of this material with 120 
instances of juxtasellar tumors and nearby tumors 
originating from the region of the floor of the crani- 
um. The authors have observed individual instances 
of adenoma with bone destructive processes and, on 
the other hand, roentgenologic images similar to 
those of large adenomas in giant-cell tumors of the 
middle cranial fossa, in individual instances of 
chordoma and other retrosellar and parasellar tumors. 
At the most, it may be said that excavation, decal- 
cification, and destructive processes at the anterior 
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margin of the sella occur with extreme rarity in the 
secondary sellar dilatations, and that in the primary 
type of sellar changes these processes develop with 
relative frequercy (23.9 per cent of the cases). 

On the whole, the authors believe that an errone- 
ous roentgenologic differential diagnosis may usually 
be avoided by a careful consideration of all the points 
of difference here discussed. However, a knowledge of 
the case history and the total clinical picture should 
also be borne in mind in these cases in order to arrive 
at a decisive conclusion, one which will permit the 
avoidance of therapeutic mistakes which may be of 
great purport for the welfare of the patient. 

— John W. Brennan, M.D. 


The Differential Diagnosis of Circumscribed Inflam- 
matory and Neoplastic Swellings of the Gastric 
Mucosa (Zur Differentialdiagnose umschriebener ent- 
zuendlicher und neoplastischer Schleimhautschwel- 
lungen des Magens). A. FRANk. Fortsch. Roengenstrahl., 
1957, 87: 575. 


SEVEN INSTANCES of these difficult diagnoses from 
roentgenologic, clinical, macroscopic, and micro- 
scopic findings are reported. 

From the study of these cases the author concludes 
that in circumscribed hyperplasia, in contradistinc- 
tion to carcinoma, there is a definite regularity, a 
smooth border, and a cerebral convolutionlike ar- 
rangement of the gastric mucosal folds. Even in the 
presence of an extensive process peristaltic movements 
are but little disturbed. The localization of the changes 
is characteristically on the greater curvature of the 
corpus ventriculi and this location is believed to 
speak for the nonmalignant character of the process. 
Analogous changes on the lesser curvature immedi- 
ately lead to the suspicion of carcinoma. 

Gastroscopy is of help in the differential diagnosis. 
Exploratory laparotomy with inspection and palpa- 
tion of the exposed area is not conclusive and gas- 
trotomy is indicated. In 2 instances the patient re- 
fused laparotomy and gastrotomy, and in these cases 
a lengthy roentgenologic control (2.5 years) seemed 
to justify the conclusion that the process was of a 
benign nature. 

In spite of all the technical advances of roentgen- 
ology, differential diagnosis of these conditions is diffi- 
cult. Even from the macroscopic examination of the 
removed specimen it is impossible to decide between 
the benignancy or malignancy of the lesion. Only the 
microscope may be able to settle the matter, and there 
is a risk that an early carcinoma may be missed. 

The author believes it is better to resect the stomach 
which harbors only a circumscribed hyperplasia than 
to defer an operation which may be life-saving until 
cure is impossible. — John W, Brennan, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES— GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


The Dangers of Surgical Interventions After Therapy 
with Cortisones (Die Gefahren chirurgischer Ein- 
griffe nach vorausgegangener Therapie mit Corti- 
sonen). G. SLANEY. Chir. Praxis, 1957, 1: 415. 


IN ULCERATIVE COLITIS prolonged corticosteroid ther- 
apy may become dangerous if not followed by clinical 
improvement. If no improvement is observed within 
2 weeks the therapy should be discontinued, as other- 
wise extensive damage to the colon wall and even rup- 
ture may result. 

Patients who have received corticosteroids tend to 
collapse under the stress of a following operation. The 
collapse can be prevented by “corticosteroid protec- 
tion” with ACTH and cortisone during surgery. The 
state of shock is apparently due to an adrenal in- 
sufficiency. Hypoplasia of the adrenal cortex may per- 
sist for many months after the termination of cortisone 
therapy. 

Prophylactic administration of cortisone at the time 
of surgery brings the danger of septicemia. The tend- 
ency toward infection demands administration of 
high dosages of antibiotics. 

Seven cases are presented. 


—Victor R. Jablokow, M.D. 


Surgery During Long Term Treatment with Adreno- 
cortical Hormones. A. J. Poperr and P. S. Davis. 
Lancet, Lond., 1958, 1: 21. 


THE AUTHORS present the records of 19 patients who 
underwent 36 surgical procedures while receiving 
adrenocortical hormone therapy. All of the patients 
had chronic rheumatoid arthritis, except for single 
cases of ankylosing spondylitis, disseminated lupus 
erythematosus, periarteritis nodosa, and a_ breast 
cancer. 

Many earlier published reports emphasizing the 
possibility of side effects of surgical significance, in- 
cluding defective healing, impaired resistance to in- 
fection, modification of the clinical picture in acute 
surgical conditions, and suppression of the normal 
pituitary-adrenal response were based on animal 
experiments in which relatively large doses of adreno- 
cortical hormones were used. When dosage levels 
more within the therapeutic range were administered 
to animals, there was little evidence that such compli- 
cations occurred. 

Healing was found to be normal in 17 of 19 patients 
studied. The 2 exceptions were receiving cortico- 
trophin and showed evidence of excessive adrenal 
stimulation at the time of operation. One patient had 
an ununited fracture of the femoral neck. At the time 
of the primary operation she presented many of the 
features of Cushing’s syndrome with a high daily ex- 
cretion of 17-hydroxycorticosteroids. Healing followed 
a change to prednisolone (15 mgm. daily) and cor- 
rection of anemia. The second of the 2 patients de- 
veloped a wound disruption 4 days following a partial 
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gastrectomy, and also had an excessively high urinary 
17-hydroxycorticosteroid excretion. Other operations 
on bone, including 3 arthrodeses and a bilateral cup 
arthroplasty of the hip joints, were successful. 

The authors believe that one can judge more ac- 
curately whether healing is likely to be delayed by 
inspection of the patient rather than by consideration 
of the dosage of hormones given. Patients who appear 
normal will heal normally, and patients who show 
features of Cushing’s syndrome may heal badly. Pa- 
tients who have definite rounding of the face but 
little other evidence of side effects will probably heal 
normally unless they have an associated anemia, 
severe wasting, or a gross abnormality of plasma pro- 
tein levels. 

Four patients underwent elective operations for 
peptic ulcer disease (3 gastrectomies and 1 gastroen- 
terostomy with vagotomy). In all cases the post- 
operative course was uneventful and recovery rapid. 
The end results of these operations were uniformly 
satisfactory, and adrenocortical hormone treatment 
has been continued successfully. 

Six other patients required emergency surgery for 
complications of peptic ulcer disease. In 3 instances 
acute perforations were closed and all made rapid 
recoveries, although 2 later required more radical 
surgery. Of 3 patients with massive bleeding, 1 re- 
covered rapidly from an emergency partial gastrec- 
tomy; however, 2 patients died, and in both instances 
these individuals presented gross clinical evidence of 
hormone overdosage, whereas the survivor did not. 
All of these patients presented the classical signs of 
perforation or hemorrhage; however, their general 
appearance belied the severity of the condition. This 
may lead to dangerous delay in undertaking appro- 
priate surgical treatment. 

Five operations were performed in a septic field, 
including a mastoidectomy, a bilateral nasal an- 
trostomy, drainage of an orbital cellulitis with sup- 
puration, and 2 multiple dental extractions. Although 
each of these patients was receiving adrenocortical 
hormones or corticotrophin, resolution was rapid and 
uneventful. 

It is imperative that administration of adreno- 
cortical hormones be continued throughout the opera- 
tion and postoperative period. If the operation is 
more than minor, a larger dose must be given to 
allow for the increased requirement which the patient’s 
own pituitary-adrenal system will not supply. This 
additional dosage can be given in the form of one or 
two intramuscular injections of ‘cortisone; however, 
absorption by this route is slow and a maximal effect 
may not be reached before 12 hours. Cortisone given 
intramuscularly alone cannot be relied upon for the 
treatment of acute adrenal insufficiency during or 
after operation. Should this condition arise, hydrocor- 
tisone, in addition, should be administered intra- 
venously by continuous drip. 

The management of patients receiving cortico- 
trophin is more difficult. The great variation in in- 





dividual response and in potency of different prepara- 
tions makes any system of nominal dosage meaning- 
less. Treatment can be controlled satisfactorily only if 
the urinary excretion of 17-hydroxycoriicosteroids is 
measured regularly as an index of the amount of 
adrenal stimulation. Here, again, hydrocortisone can 
be given intravenously if signs of acute adrenal in- 
sufficiency develop. —M.C. Anderson, M.D. 


Behavior of Skin Switch Homografts Between Parents 
and Infants. Lynpon A. PEER, WiLLIAM G. BERN- 
HARD, JOHN C. WALKER, JR., VINCENT J. BAGLI, and 
Joun A. Curistensen. Plastic G Reconstr, Surg., 1957, 
202 275: 


LONG-SURVIVING SKIN HOMOGRAFTS were observed only 
in transfers between mothers and boy or girl infants 
in the studies reported. No long-surviving skin homo- 
grafts were noted when skin was interchanged be- 
tween fathers and boy or girl infants. From this it 
would seem evident that the mother of a severely 
burned child should be used for the donor of skin 
whenever possible. The long-survival time of some 
skin grafts from mother to child suggests the possible 
clinical value of blood transfusions from mother to 
child rather than of those from fathers or unrelated 
donors, and suggests that tolerance between mother 
and child may occur because of intermingling of fetal 
and maternal circulations during the mother’s preg- 
nancy. 

The early rejection of grafts interchanged between 
mother and child, which occurred in about 70 per 
cent of the cases, may possibly be explained by a 
more complete separation of maternal and fetal cir- 
culations during the pregnancies of these mothers. 

The clinical possibility of artificially producing an 
exchange of blood elements between the fetus and 
mother when the Rh factors are compatible is fas- 
cinating but elusive. 

In this series the end point of survival of eventually 
rejected homografts was not always between the 
seventh and tenth days following transplantation as 
reported by other investigators in animal experi- 
ments. Furthermore, degenerative changes appearing 
in some grafts were not always progressive and irre- 
versible. Sex chromatin. study of the epidermal cells 
in homologous skin transplants offers a_ positive 
method for determining the survival of the graft when 
the exchange is made between male and female. 

Children who are tolerant of their mother’s skin 
may also tolerate other tissues from their mother, 
such as the kidney and endocrine glands. Routine 
skin exchanges between mothers and children, there- 
fore, may prove to be useful tests for possible tolerance 
to other tissues exchanged between mother and child. 

—W. Foster Montgomery, M.D. 


Gangrenous Granuloma (Il granuloma gangraenes- 
cens). MicHELE Lovino and Fastio Fosst. Atti. Soc. 
med. Bolzano, 1957, 6: 231. 


Two INSTANCES of gangrenous granuloma are here 
added to the approximately 200 cases which have so 
far been reported. Of this entire number 27 have 
been allegedly cured; however, the author notes that 
some of these alleged cures were not observed for a 
sufficient period of time (6 months), and few indeed 
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were those in which remission was controlled for more 
than 2 years. 

In both the patients here reported the manifesta. 
tions and findings were much the same: beginning a 
few months before they were observed symptoms of 
infectionlike involvement of the nose and accessory 
sinuses developed predominantly on one side. These 
symptoms became progressively worse; ulceration 
and bleeding developed, the ulcerations spread in 
depth in the form of a necrosis, which in turn involved 
the osseous partitions, and the general condition of the 
patient deteriorated rapidly. In neither of these in- 
stances could any obvious causal factor be uncovered, 
either in the clinical, anamnestic, or the laboratory 
spheres of study; particularly, there was no history of 
rheumatic manifestations in the patients’ past. 

Histologically, in both instances the picture was 
the classical one of giant cell (Sternberg cells) gran- 
uloma, so well pathologically described by I. Fried- 
mann (7. Lar. Otol., 1955, 69: 331). 

The first patient reacted well to treatment with 
antibiotics, radium, deep roentgen therapy, cortisone, 
and A.C.T.H. The remission with regression of the 
clinical findings has now been under control for more 
than 2 years. 

The second patient was in an extremely debilitated 
state when first seen and did not react favorably to 
therapy. He was given all the forms of treatment given 
to the first patient with the exception of radium 
therapy. This patient did not recover. Biopsy in this 
case exhibited a rather more prominent lymphoid 
cell contingent. —John W. Brennan, M.D. 


Clinical Experiences with Some New Chemothera- 
peutic Agents in the Treatment of Tumors (Er- 
fahrungen bei der klinischen Anwendung einiger 
neuer Chemotherapeutika in der Geschwulstbehand- 
mee N. J. PEREvopcuikova. Deut. med. Wschr., 1958, 
83: 21. 


THE RESULTs of new Russian cytostatic drugs “‘ Sarko- 
lysin” (DL-p-[bis-(B-chloro-ethyl)-amino]-phenylala- 
nine hydrochloride) and ‘‘Dopan” (4-methyl-5[bis- 
(B-chloro-ethyl)-amino]-uracil) in the treatment of 
malignant tumors are reported. 

Sarkolysin was used in 143 patients with inoperable 
metastasizing neoplasms. Favorable results were ob- 
tained in seminoma (especially its metastases), reticu- 
lum cell sarcoma, Ewing’s sarcoma, malignant endo- 
thelioma, primary neoplasm of the liver and bile 
passages, thymoma, and myeloma. The best results 
are reported in cases of seminoma: 19 of 23 treated 
patients responded favorably. Forty to 50 mgm. of the 
drug were administered once a week up to a total 
dosage of 200 to 250 mgm. Leukopenia and thrombo- 
cytopenia occurred occasionally as side effects. 

The cytostatic spectrum of dopan corresponds to 
that of the chloroethylamines. It is effective almost 
exclusively against chronic myeloid leukemia and 
Hodgkin’s disease. It was administered orally in 
doses of 10 mgm, 4 or 5 days apart, to a total of 50 
to 80 mgm. Leucopenia and thrombocytopenia were 
observed as side effects, but gastrointestinal side 
effects were so insignificant that dopan has become 
the drug of choice in the treatment of Hodgkin’s 
disease. —Victor R. Fablokow, M.D. 
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Chemotherapeutic Protection After Operations for 
Malignant Tumors (Chemotherapeutischer Schutz 
nach Operationen wegen maligner Tumoren). H. F. 
HENNE. Langenbecks Arch. u. Deut. Sschr. Chir., 1957, 
286: 291. 


Tue AUTHOR, of the Surgical Dept. of the University 
of Goettingen, Germany, reports on the use of a 
chemotherapeutic substance as a prophylactic agent 
against metastases after surgery of malignant condi- 
tions. 

True cure has been accomplished only when every 
malignant cell in the organism has been eliminated. 
Surgery and postoperative irradiation frequently do 
not reach this goal, and distant metastases occur 
often, even in cases in which no involvement of the 
regional lymph nodes was found at operation. 

For this reason cytostatic drugs have been used for 
some time for prophylaxis against metastases. In this 
article the author reports on his experiences in a 
series of more than 100 patients with N-oxyd-Lost, 
which has the formula of methyl-bis (chloraethy])- 
amino-N-oxide-hydrochloride. This substance is 
less toxic than the originally used N-oxyde-Lost and 
gave very good results in experiments with rats. 

The initial dose in men was 50 mgm. given intra- 
venously. If no serious side effects occurred, the daily 
dose was increased to 100 mgm. until a total amount 
of 600 to 700 mgm. had been injected. For women pa- 
tients the dosage was a little lower. In most of the 
patients a second series was given 6 to 8 weeks after 
the first. Some of the patients were treated with ir- 
radiation in addition to the chemotherapy. 

Untoward side effects were frequent during the 
treatment. They included anorexia, nausea, vomit- 
ing, and in rare cases (7 among 100) fever, chills, 
toxic dermatitis, and urticaria. Only 15 of the 100 
patients did not have any complaints during the 
therapy. 

Leukopenia occurred regularly but could be kept 
under control. If the leucocyte count dropped below 
4,000 the dosage was reduced; if it was below 3,000 
the treatment was interrupted. In all cases the leuco- 
cyte count returned to normal after discontinuation 
of the drug. Liver function tests (Takata, Weltman, 
cadmium sulfate, bilirubin) did not indicate any 
liver damage from the drug. 

No definite statement can be made as yet as to the 
success of this cytostatic tgerapy. Only 11 of the pa- 
tients have been observed for more than a year. Eight 
of them are in excellent condition, 2 in fair condition, 
and one died of an unknown cause. 

— Werner M. Solmitz, M.D. 


An Atypical Carcinoid Tumor Secreting 5-Hydroxy- 
tryptophan. M. SANDLER and P. J. D. Snow. Lancet, 
Lond., 1958, 1: 137. 


MANY OF THE MANIFESTATIONS of metastasizing 
argentaffinoma are due to an excess of 5-hydroxy- 
tryptamine elaborated by the tumor. A few patients 
whose cases were reported presented atypical fea- 
tures. Reinvestigation of a patient previously seen 
by the authors revealed findings suggesting that he 
may belong to a distinct clinical group in which the 
tumors elaborate 5-hydroxytryptophan instead of 
5-hydroxytryptamine. 
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In the investigation of this patient, urinary 5- 
hydroxytryptamine and urinary 5-hydroxyindole- 
acetic acid were determined by the method of Uden- 
friend et al. The total 5-hydroxyindoles were meas- 
ured. Indolechromatography was done and _ the 
histamine content of the urine was estimated. Chro- 
matographic examination was carried out on bladder 
urine and on urine from each ureter. Bladder speci- 
mens of urine were submitted to quantitative excre- 
tion of 5-hydroxyindoles. 

A large urinary excretion of 5-hydroxytryptamine 
and a comparatively small one of 5-hydroxyindole- 
acetic acid were noted when this patient’s case was 
first reported (Snow et al. 1955). During the reinvesti- 
gation of the patient, large amounts of 5-hydroxy- 
tryptophan were found as well as of 5-hydroxy- 
tryptamine and 5-hydroxylindoleacetic acid. Intra- 
venous urography did not reveal any obvious renal 
metastases in this patient. Chromatograms of the 
urine showed a striking resemblance to those obtained 
from urine passed after the intravenous injection of 
5-hydroxytryptophan into 6 normal subjects. It there- 
fore seemed likely that the principal metabolite of the 
tumor was 5-hydroxytryptophan which, when re- 
leased into the blood stream, was decarboxylated to 
5-hydroxytryptamine elsewhere. 

Typical argentaffin granules were not found when 
this patient was previously observed. Re-examination 
with differential staining revealed all of the cells to 
be argyrophil cells rather than typical argentaffin 
cells. It may be possible that each type of cell may 
have a different function and that the tumors may 
contain varying proportions of each type of cell. 

It is believed by the authors that the findings ob- 
tained on reinvestigation of this patient indicate a 
new clinical group of argentaffinomas which secrete 
5-hydroxytryptophan and have many atypical fea- 
tures. —Donald C. Geist, M.D. 


Cytostatic Therapy of Malignant Tumors and Leuke- 
mias (Zur zytostatischen Therapie maligner Tumoren 
und Blut-System-Erkrankungen). F. MEyYTHALER 
and K. WEILER. Deut. med. Wschr., 1958, 83: 172. 


THIS PRELIMINARY REPORT contains the evaluation of 
3 agents (“Bayer E 39”, ethylen-imino-quinon; 
‘Bayer E 39” plus sanamycin; and the water soluble 
ethylen-imino-quinon compound, “Bayer A 139”) on 
different inoperable malignant conditions. The results 
in 170 of 200 patients treated could be evaluated. 

The alcoholic solution of “Bayer E 39” was diluted 
in saline solution 1 to 10 to 1 to 20, and a daily dose 
of 5 to 35 mgm. was administered intravenously to 
make a total of 100 to 800 mgm. per patient. The fol- 
lowing blood changes were observed. In 32 patients 
with an average total dose of 350 mgm. the total white 
blood cell count decreased to 3,800. In 23 patients, 
after receiving 100 mgm., one could observe a reactive 
leucocytosis up to 13,000 with a final average count of 
3,700 after a total of 400 mgm. The final leucocytic 
response seemed to depend on the total amount of the 
drug administered. A more rapid leucopenic response 
was observed in patients treated previously with the 
same drug or x-rays, even though the count had 
returned to normal values. Ethylen-imino-quinone 
compounds affect the hematopoietic system and 











mainly the myelopoiesis. The platelets show the least 
depression. 

Of 27 patients with carcinoma of the stomach 5 
died after a total dose of 300 to 500 mgm. Four pa- 
tients showed no change after 250 to 420 mgm., and 
6 showed improvement subjectively after 200 to 490 
mgm. Four patients showed definite improvement and 
weight gain after 290 to 490 mgm. In one patient an 
objective decrease in size of the tumor was noted. Of 
16 patients with carcinoma of the colon, rectum, or 
pancreas, only one showed improvement in his con- 
dition. 

Of 22 patients with bronchial carcinoma 3 showed 
subjective improvement and 2 objective regres- 
sion. In 9 patients with mammary carcinoma no 
change was seen; 2 patients with ovarian carcinoma 
showed temporary subjective improvement. No im- 
provement was noted in such conditions as genital, 
cervical, uterine, urethral, and laryngeal carcinomas. 
Of 4 sarcomas and hypernephromas only one re- 
ticuloendothelial sarcoma and one hypernephroma 
showed improvement. Of 8 lymphogranulomas 3 
showed objective and subjective improvement. 

In 120 patients with malignant conditions 9 showed 
subjective and objective improvement and 18 showed 
subjective improvement; the rest either died or their 
condition became worse. 

In 2 of 3 patients with myeloid leukemia the splenic 
tumors decreased in size and the white blood count 
decreased with improvement of the well-being of both 
patients and decrease of anemia in one. In 9 patients 
with lymphatic leukemia the white blood count de- 
creased more quickly than the medication seemed to 
warrant. One patient died of agranulocytosis. In 3 
patients lymphnode and splenic enlargements de- 
creased, but subjective improvement was noted in 
only 2. 

The combination of “Bayer E 39” and sanomycin 
was used in 14 patients with malignant conditions, 3 
of them showing subjective improvement. The water 
soluble “‘A-139 Bayer’? was used in 24 patients with 
improvement of the condition in 2. 

The authors conclude that only a small number of 
tumors will be affected by these compounds. Further 
progress of tumor growth was invariably observed 
after discontinuance of the medication. Repeat ther- 
apy was invariably unsuccessful. 

—Karel B. Absolon, M.D. 


Statistics of Multiple Malignant Primary Tumors 
(Zur Statistik der multiplen malignen Primaerge- 
schwuelste). Jopst VON KarceEr. Arch. Geschwulstforsch., 
1957, 192-211. 


IN THE FIELD of modern tumor research, the question 
often arises whether the appearance of several pri- 
mary malignant tumors may occur in any organism, 
and, if so, whether the frequency of this appearance 
lies within the scope of statistical probability or 
whether it exceeds it. 

For the analysis of this question, only the true 
metastasizing tumors, such as the carcinomas and 
sarcomas, are to be considered. Multiple primary 
hyperplasias simulating tumors are easily understood 
as tissue exuberance, but are not, according to the 
definition of W. Biirgeler, to be considered as true 
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tumors, and therefore will not be considered in this 
study. 

Among the many instances of multiple tumors, only 
a small proportion fulfill all the conditions laid down 
by Billroth. Even these conditions are not a criterion 
of multiple tumors anymore, because they cannot be 
pressed into a certain scheme. Neither is the histologi- 
cal structure a true criterion, as other researchers have 
shown that in infiltrating surrounding tissues, these 
tumors may change their structure. Also the manner 
of metastasis, hematogenous or lymphatic, is to-day 
shown to be more complicated than formerly and must 
be given a wider scope. Histological structure is not a 
specific test because of the differences in structure. 

As to the true double carcinoma, the reality of 
which is undoubted, we must eliminate the theory of 
a multicentric origin of carcinoma, a theory which is 
supposed to be confirmed in the lungs, and the female 
genital and other organs. Further study has shown 
that a “diffuse alveolar cell epithelial carcinoma” 
originates from a small nodule, i.e., it is unicentral. 
The original tumor does not even have to be in the 
lungs, so that the inability to find it is due to incom- 
plete examination and is no proof of a multicentric 
origin of the carcinoma. 

The material for this study came from the Patho- 
logical Institute at Kiel and the Prosector of the City 
Hospital of Kiel. All carcinomas, including the 
hypernephromas of the kidneys, were considered, as 
well as sarcomas, malignant melanomas, and chorio- 
epitheliomas. The study was divided into histological, 
casuistic, and statistical phases, A total of 103,277 
cases were examined. 

Among these cases were 1,400 carcinomas, 106 
sarcomas, 9 malignant melanomas, and 3 chorio- 
epitheliomas. There were 721 male and 671 female 
patients from whom these specimens were taken. All 
ages were represented, but most of the patients were 
in the 50 to 75 year group. Among the 1,400 cases 
there were 13 double and 1 triple carcinomas; 10 
had occurred in females and 4 in males. In 5 of the 
cases, the diagnosis was certain, while in the remain- 
der it was almost certain. 

Inasmuch as the theory is often expressed in the 
literature that a female genital carcinoma in the 
presence of a second genital or extragenital carcinoma 
is more frequently found than could be attributed to 
coincidence, this phase of the problem has been given 
special attention. 

Among the 797 cases of female genital carcinoma 
found in 52 years, from 1900 to 1951, there were 16 
of double carcinoma; one of the cases occurred in a 
genital organ and the others in extragenital organs. 
In the same material not a single case of intragenital 
double carcinoma was found. Statistically, this does 
not show a tendency for a double carcinoma to ap- 
pear in the genital organs of the female. In a further 
study of 60,443 specimens sent into the hospital from 
the outside, from patients with an average age of 52 
years, only 4 instances of intragenital double car- 
cinoma were found, which are too few to be of statisti- 
cal value. 

A study of age and sex shows that the percentages 
in double primary carcinoma correspond with those 
in single primary carcinoma. 
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In summary, after a careful study of the literature 
and the careful classification of a true tumor, an ex- 
tensive examination was made of 103,277 cases along 
statistical, casuistic, and histological lines with the 
following results: 

1. In 1,400 sections of carcinoma within a 10 year 
period, 1 triple and 13 double carcinomas were 
found. 

2. In 797 sections of female genital organs within a 
52 year period, 16 double carcinomas were found. 

3. In the out-patient material, 4 cases of double 
carcinoma were found. 

4. Double carcinomas were more frequent in fe- 
males than in males. 

5. The age of patients with double carcinoma was 
no greater than that of those with single carcinoma. 

The author concludes that multiple carcinoma is not 
frequent enough to take it out of the realm of co- 
incidence, and that a tendency of multiple carcinoma 
to appear in a certain organ or system of organs or in 
the spontaneous malignant degeneration of an entire 
organ (holoblastosis) was not observed. 

— Alfred H. Noehren, M.D. 


Cancer Problems of Today (Aktuelle Krebsfragen). 
K. H. Bauer. Langenbecks Arch. u. Deut. schr. Chir., 
1957, 287: £9. 


THE AUTHOR surveys the statistical, etiological, diag- 
nostic, and therapeutic aspects of cancer. The tre- 
mendous increase in bronchogenic carcinoma since 
1900 is emphasized. This increase coincides exactly 
with the increase in cigaret consumption. The pre- 
sented data show a remarkable parallelism of number 
of deaths from bronchogenic carcinoma with the con- 
sumption of cigarets in various countries. They also 
show a marked preponderance of malignant disease 
in the so-called ‘‘smoke-passage”’ (larynx, bronchi, 
mouth, pharynx, tongue, lips) in smokers. 

The main offender in tobacco appears to be 3:4- 
benzpyren, a distillation product of the tobacco, not 
present in unburned tobacco. Other carcinogens are 
present, of course, also in the inhaled air, especially 
in industrial areas. The following table indicates the 
preponderance of restaurant employees and inn- 
keepers among the patients with bronchogenic carci- 
nomas: 

Incidence of Bronchogenic Carcinoma in Various 
Vocational Groups (Compiled by University of 
Heidelberg Clinics). The average incidence in the 
population as a whole is assumed as 100. 

Restaurant and innkeeping........... 215 


eee 147 
Transportation (truck drivers, rail 
road employees).........6..c0cecees 137 
Paper manufacturing................ 135 
re ee 133 
Minchame INMOUY. . .. ec cccee ees 107 
ee eee 100 
Stone-quarries, masonry.............. 98 
SE bio Ss penta rigdesiKeen Rs 86 
Sis sis 6. eda hawt e aan 84 
I eer eee 76 
Engineering and technical specialties... 70 
Education (teachers, clergymen)....... 67 


Health (physicians, nurses)........... 64 
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Among the synthetic materials used in reconstruc- 
tive surgery the following have caused sarcoma in 
animal experiments: 


Bakelite Plexiglas 
Cellophane Polystyrol 
Dacron Polyvinylchloride 
Synthetic rubber Periston 

Ivalon Saran 

Kel-F Silk film 

Nylon Silastic 

Pliofilm - Teflon 
Polyethylene Vitallium 


In contrast to this tendency observed in experi- 
mental animals, especially rats, there is only one re- 
ported case in the world literature in which Ewing’s 
sarcoma was found at the site of a humerus fracture 
repaired with a metal plate, the alloy consisting of 
iron, chromium, and nickel. The author explains this 
inconsistency by the inbreeding and disturbed geno- 
type of the laboratory animals. 

The thorotrast (contrast dye) sarcoma due to 
emission of radioactivity (29 cases reported since 1947 
with 9 to 23 years of latent interval) belongs to the in- 
trogenic type of tumors. The activity in the liver tissue 
of some of these patients was measured and found to 
be surprisingly high even 19 years after the thorotrast 
injection—up to 3,600a emanations per cubic milli- 
meter per day. 

Another example is the thorium-X which is tem- 
porarily used for treatment of bone and joint tuber- 
culosis, osteoarthritis, and malignant growths of bone. 
Actually it caused osteosarcoma in a high percentage 
of the treated cases. 

In the diagnostic field the so-called cancer tests 
(mostly representing blood and serum reactions) have 
proved to be very disappointing and of no practical 
value. 

Therapeutically for hormone dependent tumors, 
the author regards the destruction of the hypophysial 
gland as the most effective procedure. He reports 129 
cases without operative mortality and with excellent 
palliative results. The procedure is performed per- 
cutaneously via the paranasal-transethmoidal route 
by coagulation or by implantation of radioactive gold. 
With radioactive gold the loss of hypophysial function 
is gradual and no substitution therapy is needed. 

Chemotherapy is regarded as unsatisfactory as yet 
by the author. The sometimes excellent chemothera- 
peutic results achieved in experimental tumor im- 
plants cannot be obtained in clinical cases. There is a 
difference between the body-specific proteins of a 
clinical tumor and the transplanted malignant con- 
dition in which the tumor cells and the animal have 
only a parasite-host relationship and therefore re- 
spond much better to the therapeutic agents. 

—Gunars Medins, M.D. 


Thirty Cases of Cancer Treated with E-39 (Trente cas 
de cancer traités par PE-39). Gitpert-DrReEyrus, 
ZARA, J. SEBAOUN, NATHALIE MUHLSTEIN, and M. 
PuiLBert. Bull. Soc. méd. hép. Paris, 1957, 73: 951. 


E-39 (DIETHYLENE-IMINE, 2-5 dipropyl-oxy 3-6 benzo- 
quinone) is a new antimitotic substance that has 
been released to several services in Paris for clinical 
evaluation. 








The product is insoluble in water; for administra- 
tion, it is dissolved in absolute alcohol which is then 
diluted with water 5 to 1. Inasmuch as precipitation 
would occur in a few minutes, this solution is slowly 
but immediately injected into the tubing of an intra- 
venous set while the patient is receiving an intravenous 
infusion of one of the standard solutions. 

Originally, 20 mgm. of the drug were administered 
daily, after a test dose of 5 and 10 mgm., respectively, 
the first 2 days. 

The frequency of local reactions forced the authors 
to increase the dose to 40 mgm. and administer it 2 or 
3 times a week; the total dose varied from 250 to 700 
mgm. 

Depression of the erythropoietic system was often 
alarming, and the desired total dose of 700 mgm. was 
seldom reached. 

Gastric upsets were almost the rule. The results 
were discouraging: 

Four patients died under treatment. 

Thirteen patients showed no improvement in their 
condition. 

Nine patients improved subjectively, with question- 
able or no objective evidence of benefit. 

Three patients showed objective regression of their 
lesions, but with prompt relapse in 2; the third patient 
was lost to follow-up a month after treatment. 

One patient was feeling well when treatment was 
instituted, (jaundice due to cancer of the ampulla of 
Vater was relieved by cholecystoduodenostomy), and 
still felt well 10 months after treatment. 

—L. S. Cherney, M.D. 


DUCTLESS GLANDS 


Testicular Feminization in the Adult (‘“Testikulaere 
Feminisierung” bei Erwachsenen). G. A. Hauser, 
M. KeE.xer, TH. Koiier, R. WENNER, and F. Gioor. 
Schweiz. med. Wschr., 1957, 87: 1,573. 


ALTHOUGH testicular feminization is but. slightly 
known, it is a definite syndrome easily recognizable 
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clinically. It is identical with the ‘“‘ hairless woman” 
syndrome of Wilkins, and an intersex form should be 
suspected when a patient with female external 
genitalia, breast development, voice, body build, 
sexuality, and psyche reveals: (1) a primary and 
therapeutically resistant amenorrhea with sterility, 
(2) absence of, or a defective, vaginal structure, (3) a 
lack of pubic hair (which gave rise to the “hairless 
woman” designation), (4) a missing uterus, (5) in- 
guinal hernias that often contain testes, and (6) a 
male chromosome complement as determined by 
examination of the skin. 

There is an increased secretion of neutral 17- 
ketosteroids. Chromatographic fractionation of 17- 
ketosteroids showed increased values of all fractions 
in contrast to the normal state. Of especial importance 
is the high value of the pregnandiol-pregnantriol 
complex secretion which amounted to more than 2 
mgm, per 24 hours. The adrenal cortex and testes 
of these individuals reveal precursors to the condi- 
tion; possibly the testes produce progesterone or 
similar steroids that are metabolized to “pregnan” 
derivatives and 17-ketosteroids. In spite of the pres- 
ence of testes a definite estrogen effect is noted in 
the vaginal smear. : 

The morphologic basis for the clinical and func- 
tional changes is an underdevelopment and a mal- 
development of the testis. It has been shown experi- 
mentally that in the absence of testes the individual 
tends toward the feminine side. Various degrees of 
pseudohermaphroditism are thus possible as they 
are dependent upon the extent of testicular in- 
sufficiency. 

In contrast to other workers, the authors never con- 
sidered operation advisable unless a neoplastic proc- 
ess was suspected. Castration would only transform 
a clinically healthy person into a patient with endo- 
crine deficiencies, and the danger of malignant de- 
generation has been exaggerated. Estrogen therapy 
is advocated for these patients. 

— Sidney Smedresman, M.D. 
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